MARYLAND STATE DEPARTMENT OF HEALTH - 
Division of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


FOR STATE 90416 MEDICAL EXAMINER'S CERTIFICATE OF DEATH iver 


HEALTH DEPT. 


Pe 


21. I certify that | took charge of the remains described above, held an Autopsy (e) Inspection 


death resulted from: Natural causes SY Accident iB Suicide El Homicide jul} Undetermined manner 0 
CHIEF MEDICAL EXAMINER [7] 
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2 Marsh) 


SIGNATURE<L& 
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2 i 
BSS AOL i |X CAA elec ley 
a7 6 & z d. NAME OF HOSPITAL OR INSTITUTION (if not in hospitel, é stifet Ae l d. STREET ADDRESS e, IS RESIDENCE 
seg ON A FARM? 
e 
VEBoe i‘* = yes {_] NO . 
22s5 8 3. NAME OF Middle “Last L4 DATE Month ‘Dey ‘Yeer .s 
Sls 6 4 DECEASED — 
HSE ee (Type or print) & E uy - Awe RM ALe ST DEATH ue oe (e192 
:9e2~ 9 —— c seta, ies - = at = = 
Sa fe 5. SEX 6. COLOR OR RACE) 7. 4 4RRIED [] NEVER MARRIED [Jk SagDATE OF BIRTH ers |IF ‘AR|_iF UNOER 24 
sue ie Lo = - f Sve eon menial Deys | Hours | Min, 
eae ___| wipowep oivorceo [] | pee 4 | 
ealv Ta. USUAL OCCUPATION (Give kind of work | 10k, KIND OF BUSINESS OR INDUSJRY | 11. BIRTHPLACE (Siete or forejon ee 12. CITIZEN OF WHAT COUNTRY? 
5B 58 done duringsmost of working life, even if retired) 
ageye [Be “Cle tiud A cate! ; Vheac “sledge uf 
S2¢ ts 13., FA fa NAME 4, J aed . 
~~ = » 
eeeeF | UM, Quuutee—” Yy Ps whle 
oa a 8 15. WAS DECEASED EVER IN U.S. ae FORCES? | 16. SOCIAL SECURITY NO.| 17, pekbew cs o "Address . > = 
Sa Su: Yes, no, or unkown) | Ubyesgjve war ordatesotsarvic 
4 4 Le Va) 
REx = 4 ‘ Ol2- o[- 2333 = e = = ky 
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3 £8e< i DUE TO 
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2s, soa geve rise to immediata cause - ~| . 
of eye (a), steting the underlying ( CUETO 
ez 2 6 cause lest. (e). e. Laz i 
= tf 35 0 z PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Tle) 19. WAS AUTOPSY 
on = ot PERFORMED? 
v 
BS 3 E 5 yes [] no [] 
#2238 ©] 20a. EXTERNAL CAUSE WAS "| 20b. DESCRIBE HOW INJURY OCCURED. (Entor nalure of injury in Part | or Part Il of ilam 18.) a 
35 = 
wZeo. & | PRIMARY (7 or CONTRIBUTING [1 
o a oe G | CAUSE OF DEATH 
os 2 a aS —— —_ ——— 
= 3 S| 20c. TIME OF INJURY Month, Day, Yaar | 20d. INJURY OCCURRED | 200. PLACE OF INJURY (Home, farm, * 20f. (Cily or town) (County) (Sta 
= + Vv 1 
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ASSISTANT MEDICAL EXAMINER [_] DATE, SIGNED 
q 2 
E 3 Sa By — DEPUTY MEDICAL EXAMINER “ro > 
DSwes : {f Sameés It 7. Ma RSH Addrass (Street, elty, town, or county) - 
he 5 22, BURIAL, GAT CREMATION] 22b. DATE THEREOF mie: NAME Y “CEMETERY OR CREMATORY Zk, LOCATION (City, town, or fone fete 
AsERS EMOVAL(Spagity) ]- / re / be. Mees Wik 
Oa~0 5 EP | Gs) Mean 2 fle | 
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MARYLAND STATE DEPARTMENT OF HEALTH 
1 Division of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


FOR STATE 90497 MEDICAL EXAMINER’S CERTIFICATE OF DEATH ne 
HEALTH DEPT. ‘|, PLACE OF DEATH ei FIsOSUAL RESIDENCE Wines detaried 11Vsd, 1 inoallon RandENERTENTORs edminsion) 


e. COUNTY a. STATE b. COUNTY 
Carroll / 


5 
Carroll MARYLAND Maryland 

b. CITY ba Oe . oulsida corporate limits, ¢, LENGTH Of STAY IN Ib c. CITY OR TOWN (If outsida corporate limits, write RURAL and give nearest town) 

write ‘AL end give yerest te ”2 

il give nearest town) om x : 


\ 


___Tineboro = ae 
NAME OF HOSPITAL OR INSTITUTION (if not in hospital, give street eddress) N d, STREET ADDRESS , 1S RESIDENCE 
FARM? 


A 
—~_ _| us BoE] 


First Middle ir ‘Month Year 
DECEASED 


{Type or prin! STEVE DUWAYNE BE 19 62 


Ss. SEX ‘ 6. COLOR OR RACE] 7, apRieD Lnever MARRIED 8, DATEOFBIRTH = 9. AGE (In years (IF UNDER 1 YEAR| IF UNDER 24 HRS, 


Male White wipowep {-]__—pivorcep [_} Ble vw f 4 =/ 26 { ¥ Aes ee ‘ | ey peo 


10a, USUAL OCCUPATION (Give kind of work | 10b. KIND OF BUSINESS OR INDUSTR' BIRTHPLACE (State or foreign country) . 4 WHAT COUNTRY? 
done during most of working life, even if retirad) 4 


eer or. Paae 


13. FATHER’S NAME 


1S. WAS DECEASED EVER IN U.S. ARMED FORCES}/| 16, SOCIAL SECURITY NO.| 17, ee | 0 [iegtiaee 
(Yes, no, or unkown) kerala “YU 0 UY, 7 ie bre Ve. 
/ 1 18. CRUSE OF DEATH [Enler only one cause per line for (0), (b], end (e).]* ; ax INTERVAL BETWEEN 


PART |. DEATH WAS CAUSED BY: ONSET AND DEATH 


4 iwmepiate Cause (3) Interstitial Pneumonitis. 
DUE TO. 


Conditions, if any, which (b) 
gave rise to immediate cause 

{a}, steting the underlying ( OVETO 
causa last, te. 


PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a)| 19. WAS AUTOPSY 
=. PERFORMED? 


Yes no [3] 


in 24 hours after death. If any delay 4 


nt within 72 hoy 


20a. EXTERNAL CAUSE WAS 20b. DESCRIBE HOW INJURY OCCURED. (Enter nature of injury In Part | or Pert Il of itam 18.) 
PRIMARY [] or CONTRIBUTING [1] 
CAUSE OF DEATH. 


20c. TIME OF INJURY Month, Dey, Yeer | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Homa, farm, | 20F. {Clty or town) (County) "(Steta) 
Hour a.m. White __Not While factory, street, office bldg., ate.) | 
pm, 9 jet work et work 


21, I certify that | took charge of the remai scribed above, held an Autopsy |. inspection inl Inquiry i! and in my opinion 
death resulted from: Natural causes cident ep Suicide 0) Homicide GB. Undetermined manner oO 


CHIEF MEDICAL EXAMINER oO 
ACTUAL ¢ y alt 
SIGNATURE 2. $ = wap, ASSISTANT MEDICAL EXAMINER DATE SIGNED 
Petty, M.D. 
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4 the cer! 4 
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please execut 


ignated agent, prior to burial, cremation, or removal, and in any eve! 


exkiaatcncs DEPUTY MEDICAL EXAMINER [“] 1/11/62 


NAME {Type} Charles 5. Me Address (Streat, city, town, or county) ‘ - 
22e, BURIAL, 7" | 148 22, DATE ae "22pm NAME OF CEMETERY OR CREMATORY 22d LOCATION (City, town, or country) (my 
4 


EMOVAL ‘Spogity) ig 
UI weed [fs : Ml Cécz- Leuk 


ADDRESS 24a, REC'D BY REGISTRAR | 24b. REGISTRAR’S SIGNATURE 


ae 
pla ie ee Md | DATE sb bs Cth 8 Ponsa 
rma FS, 


its desi 


ort 


4 should be forwarded to the Chief Medical Examiner’s Office along with form PM3. Page 5 may be retained for your files. 


TO PUNERAL DIRECTOR: Page 3 should be used as a burial-transit permit. File pages 1 and 2 with the State Board of Health, 


TO DEPUTY 


Ye 


® 
- 


PaenSUeee ane MARYLAND STATE DEPARTMENT OF HEALTH 


= 


20419 CERTIFICATE OF DEATH 


DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, mata L rc 
o 


b. CITY OR TOWN (if outside corporala limits, 
write RURAL and giva nearest town) 


thin 2. 
aS 1@ funeral 


by the attending physician and completely fill 


I-transit permit. Then please remove carbon papers. Pages 1 a 


10s, USUAL OCCUPATION (Give kind of work 
done during most of working life, even if retired) 


|___—-—s House-keeper 
13. FATHER'S NAME 


Henry Gendengahl 


Ob. KIND OF BUSINESS OR INDUSTRY 


14. MOTHER'S MAIDEN NAME 


Margaret Frank 


©) 


, and in any event, within 72 hours after, 


. Bo ‘ . 
2 3 1. PLACE OF DEATH 2, USUAL RESIDENCE (Where deceased lived, If institution: Residence before admission) 
wee cei 3 a. STATE” ¢ b. COUNTY 

Carroll MARYLAND Maryland Baltimore 


¢. LENGTH OF STAY IN Ib . CITY OR TOWN (If outside corporete limits, write RURAL and give neerest town) 


Sykesville .Amos.9d Baltimore 1 O2% 
/ f d, NAME OF HOSPITAL OR INSTITUTION (if not In hospitel, give street address) "ar STREET ADDRESS 9 saa. icmonr 
v/v 
—__ Springfield State Hospital __—__ BS 0, Wise Ave,., Rt,.10_| (1 Nofd 
NAMES OS Site ORD aa rm) 10x34 a DATE Mee a ee 
DECEASED OF 
Alsip Amelia Borchers peatH = January 22, +19 62 
5. SEX 6. COLOR OR RACE) 7, MARRIED |] NEVER MARRIED []| ®- DATE OF BIRTH = ~_|9. AGE (tn yeurs IF UNDER1 YEAR| IF UNDER 24 HRS. 
las birthday) |“Months| Days | Hours | Min. 

| Female White wiowen [X}__ oivorceo[] | July 15, 1885 76 ys. | | 


Maryland | U.S.A, 


DING PHYSICIAN: The law requires that the death certificate be executed withi 


VR AIS (4) Cy 
15M 7/61 


Pebn A. Monan 3000 _£, Balto, St, Badto. td _lontifft 2 8 "62 


Cusihan fe Fea 


15. WAS DECEASED EVER IN U.S, ARMED FORCES? | 16. SOCIAL SECURITY NO.| 17, INFORMANT Address 
3 (Yes, no, or unkown) | (Ifyesgive werordetes of service) 
8 i - Sie | _ Springfield Hospital Records 
§ Sh "| 18. CAUSE OF DEATH [Enter only ona cause per line for (8), (b), end (e).] INTERVAL BETWEEN. 
S 50 PART |. DEATH WAS CAUSED BY: ONSET AND DEATH 
Bees. IMMEDIATE CAUSE (o)_ Bronchopneumonia. = | Days 
£ Fr 5 ae 
a5 = © 4y t DUE TO | 
o rc { 
fet Ex of Conditions, if eny, which ) Generalized arteriosclerosis ; Years 
Ese 54 0 geve rise to immediete cause | 
= m4 | (e), steting the underlying DUETO. | 
mooie o cause lest. te i aes 2 ee. sgl ae 
Seat Bo ® 12 PART ll. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(a)| 19. WAS AUTOPSY — 
Zito |£/C.B.S, associated with senile brain disease with psychotic reaction, vs] NOsBa 
ea “ 
£5 see a = '200. ACCIDENT WAS UNDERLYING/ AY 20b. DESCRIBE HOW INJURY OCCURED. (Enter neture of injury in Pert | or Pert Il of item 18.) 
oud f, | & | OR CONTRIBUTING DH CAUSE OF DEATH 
=2 55 4 & | (lF EITHER, NOTIFY MEDICAL EXAMINER)| Pt, found lying on floor. 
BE2BS -- |< [aoc Te OF INJURY Month, Day, Yoor 1] 20d, INJURY OCCURRED | 200, PLACE OF INJURY (Home, farm, 208. (City or town] (County) (Stare) 
ye I bie nace While __Not While fectory, street, office bldg.., ete.) | 
Be 8 Se Ae le 8:58 SK 12-26=1961_|etwork Cet wok Hospital | Sykesville Carroll Md, 
aie =. oC NOM 5 19.02 that (1) (we) last 
BOR 4 saw the deceased alive on.. whe 2-19.62. that death occured at 21M, i De the causes and on the date stated above; 
‘f GR 6 '22e. SIGNATURE ,_f yy rer “ie Seal ~ -22b. roe 
a= of tu mo. | PHYS. [[]_ director [] PHys. 1-22-63 
Hesse | Ha PHS is -ae ] 22d. ADDRESS r . . 
=] a NAM! 
BOE oy . Agustin del Campo, (¥.D. Springfield State Hospital, Sykesville, Nd. 
22 zB Ze Za, BURIAL, REMATION, | 23b. DATE THEREOF | 23c. NAME OF CEMETERY OR CREMATORY —| 23d. LOCATION (City, town or county) ~ (Steta) 
oo REMOVAL (Specify) - 4 
ovosa : Oak , 
KI 25 (62 — Lawn (emetery Ae eetand — 
3 24 FUNERAL DIRECTOR'S SIGNATURE ADDRESS ‘7 | 25s. REC'D BY REGISTRAR | 25b. REGISTRAR’S SIGNATURE 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE t, MARYLAND 


80419 | __ CERTIFICATE OF DEATH Wu4dlG 


1. PLACE OF DEATH 
a. COUNTY 


2, USUAL ‘RESIDENCE (Where daceasad livad, If institution: Residence before acs 
a. STATE 


Carroll MARYLAND ‘Md. ¥ Ba sitimore 


b. CITY OR TOWN (if oulside corporala limits, “| ¢. LENGTH OF STAY IN Ib ie er CITY OR TOWN (If oulsida corporat limits, write RURAL and give nearest town} 


write RURAL and give naarast own) }} 
| Sykesville | 4 mos. || Towson 4, 03K 


d. NAME OF HOSPITAL OR INSTITUTION (if not in hospital, giva straet addrass) i} d. STREET ADDRESS @. IS RESIDENCE 


ON A FARM? 
Bee near Winfield 400 Allegheny ves [] NoX] 


3. NAME OF First Middle Last 4, DATE Month Day Year 


DECEASED OF 
Tyeerein) ‘Florence Gertrude Brown | PeATH 1-15-62 19 
EL 9. AGE (In years [IF UNDER 1 YEAR) IF UNDER 24 HRS. 


5. SEX "16. COLOR OR RACE} RRIED ER MAI B. DATE OF BIRTH 
7. MA [NEVER MARRIED [K! Sateen ron Bo lions 7 aie 


female white wipowen [_} oivorceo [-] | YnQe 1888 | 73 yn. 


10s, USUAL OCCUPATION (Give kind of work | 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE {County & Siate, or foreign country) | 12. CITIZEN OF WHAT COUNTRY? 
dona during most of working life, even if retired) | 


seamstress Maryland U.S.A. 
13. FATHER’S NAME z | 14. MOTHER'S MAIDEN NAME 


William Brown | Sally Jones 


15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY NO.| 17. INFORMANT Address 8, Ma. 
. 


(Yas, no, or unkown) | (If yasgivewarordates ofsarvico) ik 22 
Sale ghia hs "lp 1 e22-1101 Lloya M. Shipley,9 Fairfield Br 
‘18. CRUSE OF DEATH [Enter only ona causa par line for [e), (bj, and (c).). INTERVAL pa [N 
PART |. DEATH WAS CAUSED BY: Fie sd 3 > oe 
IMMEDIATE CAUSE (a) A re 


2 } PS DUETO | wae 
Conditfons, if any, whl (b} 3 - 
gave rise to Immadiata causa 
(a), stating tha undarlying DUETO 
cause last. te} > Ye 


PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT T RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Ya)) 19. Gof 
a ERFO! A 


sila “oalsie 


pers. Pages 1 and 
hours after de: 


es 


wy 


Then please remove carbo! 


oO 


te has been signed by the attending physician and completely 


| or attending physician, 


2De. ACCIDENT WAS UNDERLYING [] | 2Db. DESCRIBE HOW INJURY OCCURED. (Enter natura of injury in Part | or Part Il of item 1B.) 

OR CONTRIBUTING [-) CAUSE OF DEATH 

(IF EITHER, NOTIFY MEDICAL EXAMINER) Ae. 

20c. TIME OF INJURY Month, Day, Yaar | 20d. INJURY OCCURRED | 2Da. PLACE OF INJURY (Homa, farm, | 20. (City or town) ~~ (County) (Stata) 


Haden Whila Not While | factory, straai, offiea bldg., atc,) 
oe 19 at work [_] at work 


ll ian that ) (this hgspital) ee a deceased from.7_& eae hel ent hat (I) (we) last 
we GZ, and that 5 Bo! “tfém the causes and on the date stated above, 


226. DATE 
ATTENDING MED. STAFF SIGNED 
Mp. | PHYS. p¢ DIRECTOR [_] PHYS. 


22d. ADDRESS J 
2aa, BURIAL, CREMATION, | 23b. DATE THEREOF | 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town or county) ————(State) 


Burial |1-18-62 _| Jessop Methodist Sparks, Md. 


24 FUNERAL DIRECTOR’S SIGNATURE ADDRESS | 250. REC'D BY REGISTRAR | 2Sb. REGISTRAR’S SIGNATURE 


Brooks Funeral Service,Inc. ,Towson4 ,Md | pate JAK 4-7259. a 
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MEDICAL CERTIFICATION 


) PECTOR: Alter this cor 
director, page 3 should be detached for use as the burial-transit permit. 


— 


be filed with the State Dept. of Health prior to burial, cremation, or removal, and in any event, 


death, Page 4 


» TO FUNERAL 


TO HOSPITAL 


< 
3S 
a 
= 


g 


PLACE orem D420 oe ae 


MARYLAND STATE DEPARTMENT OF HEALTH 


DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


Te SERTRICATE OE BRATH 729/62 iu 


_— nig? 


§ 3 2. USUAL RESIDENCE (Where deceased lived, If institution: Residence before admission) 
x a ea 2. STATE b. COUNTY 
an Carroll MARYLAND Maryland Allegany 
ne b, CITY OR TOWN [if outside corporate limits, ) ¢. LENGTH OF STAY IN 1b ©. CITY OR TOWN (If outside corporate limits, write RURAL and give nearest town) 
bs oq write RURAL and give neerest town) | ’ 
cK | (Rural) Sykesville I20y.11m.25a._| Unknown /X- 2onknowm 
prt ae d. NAME OF HO hospital, give street eddress) —||_—=Ssd. STREET ADDRESS. ~/e. IS RESIDENCE 
Sve as 9) é é ON A FARM? 
>u2 Springfield State Hospital Unknown ves [] No 
zy oe my 12k ] Ce ts! 
2 ka | 3, NAME OF First Middle fast | 4. DATE Month Dey Year 
3 a8s DECEASED |” oF 
m cs MS sey Amedel Sona Clementi | DEATH 1 18 1%52 
af S. SEX | 6. COLOR OR RACE] 7. MARRIED BE] NEVER MARI 8. DATE OF BIRTH 9. AGE (In yeers ER 1 YEAR| IF UNDER 24 HRS, 
£2 3 7 ; 2 ea areee last birthday) ponte Deys | Hours | Min. 
2 28 male | | white | wows [J _ oivorceo [) 1-15-1889 (e_” we 
So os TOs. USUAL OCCUPATION (Give kind of work | 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (County & Stete, or foreign country) | 12. CITIZEN OF WHAT CQMNTRY? 
= 2 done during most of working life, even if retired) | Un 
es RoR. Laborer Wo--5 | Italy : mown. Neg 
«= = 13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME 
ie 3 Julius Clements? [> chen (unknown) 
o 1S. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY NO.| 17, INFORMANT — Address FF 
= (Yes, no, or unkown) | (Ifyesgivewarordatesof service) 
3 Unknown -- 705-09-9010 Hospital Records 


18. CAUSE OF DEATH [Enter only one 


PART I, DEATH WAS CAUSED BY; 
IMMEDIATE CAUSE (e), 


b DUE TO 
eny, whith (b) 

gave rise to immediete ceuse 
DUE TO 


(a), steting the underlying 
couse lest, . 


{e) 


o 


MEDICAL CERTIFICATION 


OP CONTRIBUTING [] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER} | 


20e. TIME OF INJURY 


ined by the hospital or attending physician. 


NDING PHYSICIAN: The law requires 


19 
2. | certify that (I) (this hospital) attended the decaasad from. september. 


RECTOR: After this certificate has been signed by the atten: 


director, page 3 should be detached for use as the burial-transit permit. Then please rem 


x; 
y 


Ov" 
iled with the State Dept. of Health prior to burial, cremation, or removal, and in any ye" 


PART Il. OTHER SIGNIFICANT CONDITIONS CON 


Month, Dey, Year — 


cause per line for (e), (b), end (c).] 


Pneumonia (right middle lobe) 
Enphysema 


Cardiac Decompensation 
ING TO y 


20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, 
While __Not While | factory, street, offices bldg., 
et work f=pmarwerk [] | = 


INTERVAL BETWEEN 
ONSET AND DEATH 


days 


| years 


| weeks 


HW BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 0] 19. WAS AUTOPSY 
Psychosis with cerebral arteriosclerosis 
20. ACCIDENT WAS UNDERLYING [] | 20b. DESCRIBE HOW INJURY OCCURED. (Enter noture of injury in Port | or Pert Il of item 18.) 


PERFORMED? 


“- 


YES 


farm, | 20f. (City er town) 
etc.) H 


(County) Gtete) 


6}, to... damiany....LB19%62 


vk that (1) (we) last 


t 
saw tha deceased alive on. Je wany...18 2 ie 19.62.., and that death occured ally. 504, from the causes and on the date stated above, 
220. SIGNATURE 7 i ae — a 225. DATE 
: ! ra ATTENDING, MED, STASF LH 1L8BosIGNED 
ay mp. | PHYS. Director [] PHYS. 
HSS | 22c. PHYSICIAN’ ea a 4 ~|22d. ADDRESS . na 
Sa id | AMES) Yasuo Takahashi, M.D Springfield State Hospital 
a8 Fe, BURIAL, een) 2ab, DATE THEREOF 23. NAME OF CEMETERY OR f 7 | 23d. LOCATION (Ci pln or county 
VAL (Spegify ; 
Foes 5 “ fll Ca 
ee \L£-2262 fae (ll OIL 
VRAIS (4). * D Se, REC'D BY REGISTRAR | 25b. REGISTRAR'S SIGNATURE 
15M 7/61 


Ehedlé 


DING PHYSICIAN: The law requires that the death certificate be executed wi 


TO HOSPITAL 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


NN421 CERTIFICATE OF DEATH aid IN 


1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased kved, If institution: Residence bef. 


a, COUNTY a. STATE b. COUNTY, . YY 
4 arroll MARYLAND Waryland Balto. City — 
3 b. CITY OR TOWN [if outside corporate limits, <. LENGTH OF STAY IN Ib €. CITY OR TOWN (Hf oulside corporate limits, write RURAL end give neerast town) 
a4 write RURAL end give nearest town) 3 ae | : 
5 kesville 13 days altimore 14 JV 
BL d. NAME 3 HOSPITAL OR INSTITUTION (it not in hospilel, give street v8 i a. oe ADDRESS 5 °. Bad ete eg 
o 
¢ 
a3 = wanpoprinefiel ate Hospital 2008 Grindon Avenue ves (] NO Bd 
3 NAME 0} First le Ryd Month Dey ‘Year 
& aa DECEASED 
pas (Type or print) Ernest Evert cline | Beare January 24 
Sse 5. SEX b ~]6, COLOR OR RACE 8. DATE OF BIRTH a 7/9. AGE (In years |/F UNDER 1 YEAR| IF 
i 2 3 e bedi og Aba oO last birthday) Months| Days Hours Min. 
55s Male White wow [] _pworcto[] December 1, 1887 Th v. 
gee Ta. USUAL OCCUPATION (Give kind of work | 10b. KIND OF BUSINESS OR INDUSTRY ii. BIRTHPLACE 1c (County & State, or foreign country) | 12. CITIZEN OF WHAT COUNTRY? 
$ : é done during most of working life, even if retired) | ae. 4 U.S.A 
282 Carpenter = | West Virginia oS.A. 
a 13. FATHER'S NAME en ie ~ | 14. MOTHER'S MAIDEN NAME a : 
aZs 
See Asa Cli Jemima Heishman 
Dae 48a ne Taos 
Ss (I) 2 was essa EVER IN U.S. ARMED FORCES? 16. SOCIAL SECURITY NO.| 17. INFORMANT Address 
=oag es, ng, or unkown pence letegof sory : 
se Yes avalry TSTd-1820 - Springfield Hospital Records 
Ars: 5 18. CAUSE OF DEATH [Enter only one cause per line for [e), (b), end (c).) a 7 INTERVAL BETWEEN 
: ONSET AND DEATH 
soe PART I. DEATH WAS CAUSED BY: 
By hS IMMEDIATE Cause (eo) Arteriosclerotic C,V.D, Ba’ years 2 
Bex - 
a 6.9 ah DUE TO 
Q° ss of 2 / . Generalized arteriosclerosis years 
Seek Conditions, if eny, which (by ee 
3 2 geve rise lo immediete cause 
523 2 buETO: Moderately advanced pulmonary tuberculosis years 
3 
5“ 25 (1_Calevlus_of the kidne: Fises - —— ———— 
ES = 2 ( z PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT Alb TOT TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Ile] Pe. WAS AUTORSY 
28a2 z * . ° 
Seo, ~ |3| C.B.S. associated with cerebral arteriosclerosis without qualifying | ves ] No fd 
25 ne FE | 20c. ACCIDENT WAS UNDERLYING [] | 2Db. DESCRIBE HOW INJURY OCCURED. (Enter neture of injury in TRAP Po tom 1B.) = 
ond & | OF CONTRIBUTING [] CAUSE OF DEATH | (=) > 
i ok 32 © | (IF EITHER, NOTIFY MEDICAL EXAMINER)| ©? od , / 
io a = = ie — 
Bs2e S | 206. TIME OF INJURY Month, Day, Yeor | 20d. INJURY OCCURRED | 20s. PLACE OF INJURY (Home, farm, | 2DF. (City or iown] (County) {Stete) 
3 a 3 gan teen! While __Not While factory, street, office bldg., otc.) | 
2 ae o z if 19 et work et work \ 
Bs . | certify that (I) (this hospital) attended the deceased from.. Daebdiw., 19.62 tonsa. L=24=.., 1962, that (1) (we) last 
3 2 saw the deceased alive” ‘on. = me ..» and that death occured at.7...€M, from the causes and on the date stated above, 
ae Ze. SIGNATURE ff : : : eae Say 22b. cae 
4 5 
yoe "Ss L Left t mo. | PHYS. = [J ] Becton Pays. Be] 1-24-62" 
Ey ge PHYSIAN'S 22d. ADDRESS 
ae ee I wr! Agustin del Campo, Springfield State Hospital, Sykesville, Ma. 
:598 E = = 
= 5 ge Gea eh e Sahn 8, 23b. DATE THEREOF 23c, NAME OF Sa ‘OR CREMATORY ~] 23d. LOCATION (City, town or county) 
= REMOVAL i + Lane 
Sous Burial ! 1-26-62 | Balto. National Cemetery Palto. ary lan’ iS na 
24 FUNERAL DIRECTOR'S SIGNATURE ADDRESS 25b. a 'S SIGNATURE 


25a. RECA Boe 


DATE 


_Wm.Sook Blight Inc. 6009 Harford 2d. Balto.14 


VR AIS (4) 
15M 7/61 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 
C0422 CERTIFICATE OF DEATH Rivet 


\, PLACE OF DEATH USUAL RESIDENCE (Where deceesed lived, If instilulion: Residence before edmission) 
a, COUNTY a, STATE b. COUNTY / 
Carroll MARYLAND 


b. CITY OR TOWN [if outside corporate limits, ~) ¢ LENGTH OF STAYIN 1b || c. CITY OrOwn {if outside corporate limits, write SORA give neerest town) 
write RURAL and give nearest town) 


Sykesville 13 yrs, 10 dys Baltimore ; 3BVOL 


yd. NAME OF HOSPITAL OR INSTITUTION {if not in hospital, give street eddress) i ‘d. STREET ADDRESS ~ |e. IS RESIDENCE 
Springfield State Hospital | 1509 Northbourne 


First “Middle Last ie DATE Month 


— 


s after 
should 


y The funeral 


ding physician and completely fille 


" DECEASED 
pireien ein Gertrude i Mary Clishan | DEATH January 


6. COLOR OR RACE|7, mARRIED oO NEVER MARRIED x} [ DATE OF BIRTH ]9. AGE (in yeers |IF UNDER 1 YEAR| IF UNDER 24 HRS. 


s last bitthday) |"hfonthe| Days [7 Hous 7M 
Female White wipowen [] _ivorcep [J] Sag | Fs = 


ecember 3, 1899 | 62 y= | | ae > 
Wa. USUAL OCCUPATION (Give kind of work 10b. KIND OF BUSINESS OR INDUSTRY | II. BIRTHPLACE (County & Stete, or foreign country] | 12, CITIZEN OF WHAT COUNTRY? 
done ‘Bal most of working life, even if retired) 


Baby sittér Nag 7 |. Maryland | U.S.A. 


within 72 hours after dea! 


a a 


‘arbon papers. Pages 1 and 


13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 


William J, Clisham | Mary E, Ford 


15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY NO.| 17, INFORMANT Address 


"No" ‘or unkown) ee ee a Springfield Hospital Records 


| 18. CAUSE OF DEATH [Enicr only one cause par line for (e), (b), end (c).] INTERVAL BETWEEN” 
ONSET AND DEATH 
PART I. DEATH WAS CAUSED BY. 
AMBDIATE CAUSE (oe) Thrombo=infarctive pneumonia 1 week —_ 
Lye DUE TO 
Conditions, it eny, wifeh w Decompensatory heart failure 
geve rise to immediete cause . ~ - . 
(a), steting the underlying prc 2) 


cause las =< 7 Chronic mitra]. rheumatoid valvulitis with deformity. 


or removal, and in any event, 


-transit permit. Then please remove ¢: 


PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO. THE TERMINAL D DISEASE CONDITION GIVEN IN PART I(e}] 19. was AUTOPSY 
Whit an OSE 7 PERFORMED? 
Schizophrenic reaction, catatonic type. Arteriosclerosis. ves KJ] no 1) 
20e, ACCIDENT WAS UNDERLYING (] 20b. DESCRIBE HOW INJURY OCCURED. (Enter Refure of injury in Peri | or Per jem 1B.) 


OR CONTRIBUTING (] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) | 


ificate has been signed by the atten 


director, page 3 should be detached for use as the burial 


BS 


MEDICAL CERTIFICATION 


20c, TIME OF INJURY Month, Dey, Yeer ) 20d. INJURY OCCURRED | 200. PLACE OF INJURY (Home, ferm, . 20f. (City “or town) (County) (Stete) 
MEG ‘ens While __ Not While fectory, street, office bldg., ete.) | 
p.m, 19 


21. 1 certify that (I) (this hospital) attended the deceased from............ h7°. 19.59, 10 an 1902, that (I) (we) last 


saw the deceased alive on............... Siem 1962... and that death occured al. Ad. 0 Bis ito causes and on the date stated above. 


a /, TTENI ~ STAFF ee slaty 
/ DING 
Ch E Z. D. late (| DIRECTOR C1 pays. Bd 1-13-62 


22d. ADDRESS 
Campo, M4D, | Springfield State Hospital, Sykesville, Md. 


23b. DATE THEREOF 23c, NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town or county) ~~ (State) 


vi Led sez Weuh CATs ednnd REC'D Liga yape fifa 
ati Ba es tide 5305. /bel aed Ce Zoe ANT 18 jen a 


uv 
3 
= 
8 
x 
tS 
° 
2 
2 
= 
Pd 
= 
5 
3 
= 
3 
3 
7. 
© 
= 
* 
ec 
res 
ae 
£3 
5 
cE 
2a 
zz 
Oe 
zs 
a 
z5 
= 
Ley 
née 
ao 
@ 
at 
g3 
Be 


ai 


CTOR: After this certi 


ad 


a 


be filed with the State Dept. of Health prior to burial, cremation, 


TO HOSPITAL 
death. Page 4 
TO FUNERAL’ 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


80423 CERTIFICATE OF DEATH ‘OL 


1. PLACE OF DEATH "|| 2, USUAL RESIDENCE (Where deceesed lived, If institution: ‘Rasidanca before edmission) 
¢. COUNTY a. STATE b. COUNTY 


Carroll MARYLAND || _ Maryland _ _Carroll | 


b, CITY OR TOWN {if outside corporeta limils, ¢. LENGTH OF STAY IN Ib €. CITY OR TOWN’ [If outside corporete limits, write RURAL end give neerest town) 
write RURAL end give neerest town) 


Rural Sykesville | 2 Mos. |\X*ural_ Sykesvilke 
| 


cal 


d. NAME OF HOSPITAL OR INSTITUTION [if not in hospitel, give street eddress) d. STREET ADDRESS ‘@. IS RESIDENCE 
ON A FARM? 


| ws 6 no [J 


3. NAME OF Middle 4. DATE Menth Day Yeer 
DECEASED 


peonc i ey es pong | Siam san 1962 


6. COLOR OR RACE| 7, MARRIED [—] NEVER MARRIED | | B. DATE OF BIRTH 9. AGE (In yeors /IF (ONDER T YEAR] IF UNDER 24 HR 


| est ed Months] Deys | Hours | Min. 
wipoweD fy} DIVORCE ZApran a 189 1 


ages 1 and 2 should 


in 72 hours after death, 


1De. USUAL OCCUPATION (Give kind of we ] IDb. KIND OF BUSINESS OR INDUSTRY | li. BIRTHPLACE 1489. & Stete, or oe counity) | 12, CITIZEN OF WHAT COUNTRY? 
during most of working life, even if retired) | | 


mer ( Retired ) Farming | Mapyiand | | ee 2h. 


13, ras S NAME | 14, MOTHER’S*MAIDEN NAME 


umbus A. aS Ida B.- Pickett. 
15. WAS DECEASED EVER IN U.S, ARMED ona\ . SOCIAL SECURITY NO. | 17, INFORMANT 
(Yes, no, or unkown) litpergivakersrasletctesrvical| 


le. Bin oS 63 wal Mn Gordon A. Conaway,,Same as_# 2. 


‘18. CRUSE OF DEATH [Enier only one ceuse per line for (e), (b), pad (c).] INTERVAL BETWEEN 


= 
BART |. DEATH WAS CAUSED BY: z ; ONIEZ Se 
IMMEDIATE CAUSE {e)_ r GO 2 : - 
DUE TO : - 
: - 
Conditions, L Ai (b} Lh Cte. ets == 


geva rise to immediete couse 


(e), stating the underlying BoETO 
couse lest. —£= é. L he I er Le 
PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUT iG TO DEATH BUT K ‘NOT RE ATED TO THE TERMINAL DISEASE CONDITION fora IN PART 1(e)/ 19. WAS ‘AUTOPSY 


PERFORMED? 


Then please remove carbon papers. 


= 
ia 
3 
8 
4 
$ 
° 
Es) 
2 
a 
cE 
= 
5 
8 
3 
S 
3 
v0 
2 
= 
3 
= 
3 
= 
5 
Fs 
2 
z 
= 
e 
2 
= 


200, ACCIDENT WAS UNDERLYING [] | 20b. DESCRIBE HOW INJURY OCCURED. (Enter nature of injury in Peri | or Pert Il of item IB.) 
OR CONTRIBUTING [3 CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Dey, Yeor | 20d. INJURY OCCURRED ) 2De, PLACE OF INJURY (Home, ferm, | 20f. (City or town) 
oir a.h. While Not While factory, street, office bldg., ete.) | 
p.m. 19 at work et work ! 


d by the hospital or attending physician. 
After this certificate has been signed by the attending physician and completely 


ctor, page 3 should be detached for use as the burial-transit permit. 
be filed with the State Dept. of Health prior to burial, cremation, or removal, and in any eve, 


MEDICAL CERTIFICATION 


NDING PHYSICIAN: 


hd 


ine 


R: 


2. | certify that (I) (this hospija}) attended the deceased from.....4 3 9.2.3 ae; A, 19.0.4, that (1) (we) last 


saw the deceased alive on... a 9 ., 102.19. GL, and that @éath seeaea at... LT, from tia causes and on the date stated above. 


- 22b. DATE 
ATTENDING, STAFF SIGNED 


pays, DIRECTOR Ooms. 


wg Abst LLe. Max 


23a. BURIAL, CREMATION, | 23b. DATE THEREOF 7 2c, “NAME OF CEMETER TOR € ei YY < pes LOCATION (City, town or county) 


Bite L (Specify) BE o C 
1-10-1962 | Morgan Chapel congtezy 11 Cory Marytend— 


direct 


24 FUNERAL DIRECTOR'S SIGNATURE ADDRESS 250, REC'D BY REGISTRAR | 25b. RE 


C. M. Waltz, Winfield, Maryland /oaWAN 10°62 1 Custn £ fice 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


NOLS $ CERTIFICATE OF DEATH WiG2] 


—_* 


1, PLACE OF DEATH 
a. COUNTY 


s after 
funeral 


2 USUAL RESIDENCE (Where deceased lived, | I institutions Gentine efore admission) 


a. STATE b, COUNTY 


d 2 should 


c. LENGTH OF STAY IN 1b 


MARYLAND || 
| 
| 


__Maryl an Se og ee 
b. CITY OR TOWN (if outside corporate limits, c. CITY OR TOWN If outside corporete limits, write RURAL end 9i 


write RURAL end give nearest town} 


r\4 


(Yes, no, or unkown) | (ifyesgiveweror datesof service) 


z | Mrs. Muriel Morrison, Same as #2 


| 18. CAUSE OF DEATH [Enter only one cause per line toy (a), (B), end fe)-1 


‘ 
PART I. DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (e)_ Len date Gullrro } aie p) oe an eee 


INTERVAL BETWEEN 
ONSET AND DEATH 


4 
6 
“@-s § 
2s Wi. = OS. IA Winfiel — 
2 ao d. whith INSTITUTION (i not in hospital, 6 Ml eddress) | he d. STREET Wins a e. 1S RESIDENCE 
= Ee $ BG | ON A FARM? 
Pipe R. BD. 2, Sykesville ; | R. D. 2, Sykesville ves [] No §] 
2 $8n 3. NAME oF First Middie tast 4 DATE Month Day Yeer 
2 aeh He Gee ¢, Cee a 
a int) | TI 
g gos della sc a VIRGINIA Cooks | Sanuere 5 19 62_ 
y 48 > 5. SEX 6, COLOR OR RACE!7. MARRIED oOo NEVER MARRIED. 8. DATE OF BIRTH ]9. AGE (In yeers | IF UNDER 1 ¥' AR | IF UNDER 24 HR 3. 
& B52 ry ee iw Days Hours | Min. 
¢ noe e white winowe fx} oor []|Feb. 11, 1875. yn. | | 
S$ eff ¥WOe. USUAL OCCUPATION {Give kind of work | 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (County & Stete, or = country) | 12, CITIZEN OF WHAT COUNTRY? 
= ge me done during most of working life, even if retired) | 
8 285 sewife = Maryland __ i es 
x E Sc 13, FATHER'S NAME | 14, MOTHER'S MAIDEN NAME 
= a:S/ 
2 £87 } 
s 52 } 
ee et ewis Dorse _ Mary L. Hobbs = 
2 $= 15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY NO.) 17. INFORMANT Address 
= 823 
B22 
= 28 
2 
8 Bie 
eS $5 
S. 
2 
= 
2 
° 
iz 
= 


ip \ DUE TO Th 
Conditions, if any, which ib) & nae es 
geve rise to immediate cause ’ 
DUE TO ? 


(e), steting the underlying 


1 Seeger bry thn, Artin: | “rez. 


cause la: 


ined by the hospital or attending phys 


After this certificate has been signed by the atten 


=< 
Pa} 
c= 
a 
SE 
BE 
po 
cakes 
re) 
Z =a z PARI TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I{e)| 19. WAS AUTOPSY | 
= a2 Ae — PERFORMED? 
g es Us | ¥s [] xo 
E ee = | 20a. ACCIDENT WAS UNDERLYING [] | 20b. DESCRIBE HOW INJURY OCCUR inter nelure of injury in Pert | or Pert Il of item 18.) 
he & | OP CONTRIBUTING [] CAUSE OF DEATH | 
Be aie | (lf EITHER, NOTIFY MEDICAL EXAMINER) | 
9 sz < |-G0c. TIME OF INJURY Month, Day, Yeer ) 20d. INJURY OCCURRED | 20c. PLACE OF INJURY (Home, form. 20f, (City or town) (County) (State) 
rs Be g tote a While __ Not While lectory, street, office bldg., ete 
4 ae 2 z 19 at work [] et work [] i 
3 = 
@22: 2 attended the < yee from 1 fo. 1 that (1) (we) last 
Zz 
ee saw the deceased alive on.. os AGE, and that death occured leah, from the causes and on the dale stated ebove. 
so 220. SIGNA “a 2b. fp 22: DATE 
Pe 2 +i a ATTENDING MED, STAFF oe 
ava ot mp, | PHYS. DIRECTOR D pas. 
Hos ge 22c, PHYSICIAN’ : 22d. ADDRESS 
gem oF NAME (Type) 
Bceey | ww We" Howard E. Hall, M. D. la. oe 
g2B 2 BURIAL, CREMATION. | 23b. DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY "\ 23d, LOCATION {City, town or be. ~ {Stete) 
= ore (Specify) | 
ad uv $ 
1 ales Burial” | jan.8, 1962 Mt. Olive Cemetery Randallstown, Marland _ 
VR AIS OES 24 FUNERAL DIRECTOR'S SIGNATURE ADDRESS 25a, REC'D BY REGISTRAR | 25b. REGISTRAR'S. SIGNATURE 
15m 7/61 | SNS i F y 
\\ C. M. Waltz, Winfield, Matyland _|oare JAN Q 62 | C-than Aaa 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


00425 _ CERTIFICATE OF DEATH 422 


eat 


E 


be filed with the State Dept. of Health prior to 


. | certify that (!) (this hospital) attended the deceased from., vember. ‘B35 19.61 tod anuary... gun 19. 42 that (1) (we) last 
saw the deceased alive on.. January... My. 1962. ., and that sea occured Bil 55AMrom the causes and on the date stated ebove, 


22b, DATE 


az ~ 
3 1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceosed lived, If insiijution: Residence befora admission) 
ag a. COUNTY a. STATE b, COUNTY 3 
a Carroll MARYLAND Maryland _____—*Frederick 
U5 B. CITY OR TOWN (if outsida corporate limits, <, LENGTH OF STAY IN Ib €. CITY OR TOWN (lf oulside corporele limits, write RURAL end give neerast town) 
ite write RURAL and give neerest town) v4 = 
<3 Sykesville Imonth, 11da Woodsboro IO bes 
ENB Se eo] 4. NAME OF HOSPITAL OR INSTITUTION (if nof in hospital, give street saical d. STREET ADDRESS 15, RESIDENCE 
= Ese ONA FARM 
Seas / 
ee, | Sprinefield State Hospital a = > ves [] NO [og 
RB ss 3. NAME OF First Middl “Las! 4, DATE Month Day “Year 
$3 an DECEASED or 
g Fae {Type oF print) John Emory Crum PeaTH =e January hh, 19 62 
. oe 5, SL 6. COLOR OR RACE/7. aRRIED PK] Never MARRieD [-] | 8. DATE OF BIRTH [9. AGE jel [IF UNDER 1 Year IF UNDER 24 HRS, 
3 2 4 Months] Days | Hours | Min, 
> 236 Male White winoweD[] _—oivorcen [] “Mareh 235 1881 fe 
@ Ses 30s. USUAL OCCUPATION (Give kind of work | 1Db, KIND OF BUSINESS OR INDUSTRY] li. BIRTHPLACE (County & Stete, or foreign country) | #2, CITIZEN OF WHAT COUNTRY? 
= ‘3 @ \ done uring most of working life, oven if retired) 
; ry z] airy farmer - Maryland UsSs Aw 
4 4 13. FATHER’S NAME “V4, MOTHER'S MAIDEN NAME 4 
= a 
3 £89 Jacob Crum Nancy Drenberg 
; See 15. WAS Bsa Si bis IN U.S, ARMED fae “SECURITY NO.) 17, INFORMANT Address 
£ 323 es, unkown) | Ifyesgivewererdetesofservice) es 
B28 No - Springfield Hospital Records 
2. — ae ss . 
Setes ‘V8. CAUSE OF DEATH [Enter only one cause per line for (e), (b), end te).] INTERVAL BETWEEN 
icin 5 PART I, DEATH WAS CAUSED BY; Cee see 
Sey ke |. IMMEDIATE CAUSE (e} Bronchopneumonia. Days. 
sc - 
g Bee }- L | To 
a 
Recs e V1 | conditions, # onl, wht (b) 
ra 3 mS geva rise to immediete cause | 
ce ae {o), steting the underlying ( OVE TO | 
years cause lest, on | 
bo Ee 2 Oz oe OTHER SIGNIFIEANT SOMO “CONTRIBUTJNG TQ DEATH BUT NOT RELATED TO THE TERMI EP = CONDITION GIVEN IN PART I(a), 19. WAS AUTOPSY 
SBS Q o associated rioscleros ae out qua g PERFORMED? 
OBE o < ves [] no ¥] 
ass ’|—_ phrase, ee = aa F — 
£G E Des ACCIDENT WAS UNDERLYING (j 2Db. DESCRIBE HOW INJURY OCCURED, (Enter neture of injury in Pert | or Pert II of item 18.) 
iat = a & | OR CONTRIBUTING [] CAUSE OF DEATH 
MEE 6 | OF EITHER, NOTIFY MEDICAL EXAMINER) 
Rese & | 20c. TIME OF INJURY Month, Dey, Yeor | 20d. INJURY ‘OCCURRED | 208. PLACE OF INJURY (Home, farm, + 20f. (City or town) (County) (Siete) 
RUE Ss aL Hour e.m. While Not While net evr sicaates Hh sR ES tere 
a:23 ae 19 [stwork [7] et work [| ' 
3 
a) 
3 
2 
5 
o 
o 
a 
a 
S 
2 
a) 


720. SIGNATURE 
Ct i Le & M.D. |aREoNS DIRECTOR Oo ais: 1/y/eo" 
Hes 2h. PHYSICAAN’S. cos | | Pads RR DREe a 
eld | Nae fires Agustin delCampo, ¥ um Springfield Hospital, Sykesville ,Md. 
26h Ze. BORIAL isecl 230. DATE THEREOF | 2c, NAME OF CEMETERY @R-CREMATORT” —«| 23d. LOCATION (City, town or county) ‘(Stete) 
22 U¢/ Ga. wh Weredo here ee Me 


25a. REC'D BY REGISTRAR 


onfAN 8 "62, 


25b, REGISTRAR'S SIGNATURE 


Cet & Alrasn 


24 FUNERAL DIRECTOR'S SIGNATUR! ADDRESS 


Y 
VR AIS (4) AN 
18M 7/61 — 
\ . 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


ONLIE CERTIFICATE OF DEATH N4423 


=p 


5 ER E 
3% 2 3 1. PLACE OF DEATH a a + 2, USUAL RESIDENCE (Where daceesed lived, If institution: Residence before i gel 
o AG e. COUNTY 2. STATE b. COUNTY 
(say _kiepaorye Carrol] _Manwiawp_|_ Maryland ___Allegany _ 
See |b. CITY OR TOWN (if outside corporate limits, | ¢, LENGTH OF STAY IN Tb c. CITY OR TOWN (If outside corporele limits, write RURAL and give neerest town) 
au writa RURAL and give neerest town) 
Pa 2 SV. lyr. 2mos.24dya_ Cumberland BIO hy _ 
ie) 4 d. NAME OF HOSPITAL OR INSTITUTION (if not in hospital, give street eddress) “d. STREET ADDRESS @. 1S RESIDENCE 
Eee /J | ON A FARM? 
fag /y 
ee ed Springfield State Hospital 319 Cumberland Street ves nog 
$n 3. NAME 0: First Middle Lest 4 ets Month Dey Yeer 
‘eat Tyee or oral Stara 
6.c= beet Madalen ss Agnew _ Dahl | _January_ IZ 19 62, 
- a 4 S. SEX |6, COLOR OR RACE 7. MARRIED Oo NEVER MARRIED. | 8. DATE OF BIRTH 9. AGE (in years {IF UNC UNDER T YEAR| IF UNDER (24 HRS. 
a test ees Months] Deys | Hours | Min. 
ee Female White | woowi[] _ovorcto[] | November 29, 1897! 
og 10a, USUAL OCCUPATION (Givi TOb. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (County & Stete, or oe country) | 12, CITIZEN OF WHAT COUNTRY? 
= . done a most ol working life, | 
ze Salon ets ox \ - Own Maryland _ U.S.A. 
ae I ia. aaah NAME 14. MOTHER'S read NAME 
=s Charles J, Dahl | Mary Josephine Rehman 
§ 1S. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY NO.| 17. INFORMANT _ Address i 
= (Yes, no, or unkown) | (Ifyesgive werordatesof service)! ‘ 
: No | - __—_s| unknown Springfield Hospital Records 
7 
3 


INTERVAL BETWEEN 
ONSET_AND DEATH 


ays 


1é, CAUSE OF DEATH [Enter only one cause per line lor (e), (b), end le) ] 
~% 1 DEATHAMEDIATE Cade) Cerebral thrombosis 


D> 32" DUE TO | 


Srantaa cl ar enick » Cerebral arteriosclerosis years 
geve rise to immediele cause 
(e), steting the underlying 
cause _lest. 


d by the atten: 


ansit per 


Generalized arteriosclerosis years 


‘NDING PHYSICIAN: The law requires that the death certificate be executed wit 
ined by the hospital or attending physician, 


FS “PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH TOC DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Ve), 19. WAS AUTOPSY 
} cs = ee PERFORMED? 
=|C.B.S. of unknown or unspecified cause with psychotic reaction. yes [] No PX 
© | 20a, ACCIDENT WAS UNDERLYING [] | 20b. DESCRIBE HOW INJURY OCCURED. (Enter nature ol injury In Pert | or Pett Il of item 1B.) 
& | oP CONTRIBUTING [] CAUSE OF DEATH 

[UF EITHER, NOTIFY MEDICAL EXAMINER) | 

Rf 20c. TIME OF INJURY Month, Dey, Yeer | 20d. INJURY OCCURRED ) 206. PLACE OF INJURY (Home, farm, | 20). (City or own) (County) {Stete) 

s ‘HeuP at | While Not While | lactory, stree!, office bldg., etc.) | 

Li ee 19 [et work [] ot work [J | \ 


a 
‘CTOR: After this certificate has been signe 


21. | certify that (I) (this hospital) attended the deceased from 10-20, 19.40 to. L=LA= 1962, that (1) (we) last 
1-14-1962... and thal death eae alls. M5 fern ite causes and on the ¢ date stated above, 


[pete Es | ATTENDING MED STAFF ities SiGNe 
1 ; 
Vas ramen ey Crtec fl no BE Bevo HE Oy 1-122 


saw the deceased alive on.. 


: 


E 
director, page 3 should be detached for use as the burial. 


be filed with the State Dept. of Health prior to burial, cremation, or removal, and_in-any event, 


= 
Bed Hc. PHYSIPIAN’S 224. ADDRESS 
gc x M.D. Springfield State Hospital, Sykesville, Ma. 
G28 230, Bl BURIAL, CREMATION, | 23b. DATE THEREOF) 23. NAME OF CEMETERY OR CREMATORY —~*| 23d, LOCATION (City, town or aie. : ih a 
e*e ee Jan. 18,1962 SS.Peter & Paul Cem. | Cumberland,Md. 

VR AIS (4) 24 FUNERAL DIRECTOR'S SIGNATURE ADDRESS 25e. REC'D BY REGISTRAR | 2Sb. REGISTRAR'S SIGNATURE 

aus S James F. Searpelli, — Cumberland , Md. pare VAN 1 8 "62 Chan ab, Tosasae 


MARYLAND STATE DEPARTMENT OF HEALTH 
Division of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


90427 MEDICAL EXAMINER'S CERTIFICATE OF DEATH ON4Z4 


1 PLACE OF D DEATH [2. . USUAL RESIDENCE (Where deceased fived, If institution: Residence before admission) 


3. aes AR Ro ve i SANE ERE e. “IARVLAND b. “CP RHO Ld 


b. CITY OR TOWN (if outside corporale limits, c, LENGTH OF STAY IN 1b ¢. CITY OR TOWN [If outside corporate limits, write RURAL and give nesrest town) 


LN1ION BRIPLE | YEPRS |X Uwon BRILGE 


|g. NAME OF HOSPITAL OR INSTITUTION {if not in hospital, give street address) | d. STREET ADDRESS eo IS We 
ON A FARM: 


| vss 1] No fat 


Beet SBVILLA yore DeyiByss | tom SAY 17 wen 


6, COLOR OR RACE! 7, MARRIED [SQ NEVER MARRIED [_] | 8 DATE OF BIRTH ~]9. AGE (in years |IF UNDER 1 YEAR| IF UNDER 24 HRS, 


WIDOWED [_] pivorcen [_] nT De: ‘24-199 GF Ais el £5 roe arr 


0b, KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stete or foreign country) 42. CITIZEN OF WHAT COUNTRY? 


oUSE Py) ae HOME | tLLWo/sE . i Tee 


13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME 


ELws RD keoTH LAWTON 


1S. WAS DECEASED EVER IN U.S. 4 FLT Le fe: =. SECURITY NO.| 17. INFORMANT Address 
) 1) ) 


(Yes, no, or unkown) Ps te Uf-69-0050 MARRY DEVLB ISS Wil BPLEE 


] 18. CAUSE OF DEATH “Enter only ‘one cause.per line for {e), (b), and (c).] “INTERVAL BETWEEN 


RT 1. DEATH WAS CAUSED BY, ONSET AND DEATH 
IsAMEDIATE CAUSE (e}, 


DUE TO 


Conditions, if any, which (b)_ 
geve rise to Immediete cause 


(a), stating the underlying { DUETO 
{c) 


PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THET TERMINAL DISEASE CONDITION GIVEN IN PART ile) 19, WAS AUTOPSY 
PERFORMED? 


El no SO 


20a. EXTERNAL CAUSE WAS 20b. DESCRIBE HOW INJURY OCCURED. (Enter nature of Injury In Pert | or Part Il of item 18.) 
PRIMARY [) or CONTRIBUTING [] 
CAUSE OF DEATH. 


20c. TIME OF INJURY Month, Dey, Yeer | 20d. INJURY OCCURRED | 200. PLACE OF INJURY (Homa, farm, 20f. (Clty ortown) ——=— (County) 
Hour a.m. While ___Not While factory, stroel, office bldg., atc.) | 
at work [-] at work [-] i 


'R: This certificate should be executed within 24 hours after death. If any delay j 
jiticate, writing the word “pending” in pencil in Item 18. Give Pages 1, 2, and 3 to the funeral 


MEDICAL CERTIFICATION 


21. 1 certify that | took charge of the remains described above, held an Autopsy C1. Inspection | — Inquiry 4 and in my opinion 
death resulted fpfm: Natural causes im) Accident le Suicide Homicide tat Undetermined manner oO 

// CHIEF MEDICAL EXAMINER [_] 
ASSISTANT MEDICAL EXAMINER [_] DATE SIGNED 


” DEPUTY MEDICAL fer f= VA *} -} ip 
OS Oe 


Addrass (Street, city, town, ae 
fa z eet s0nnly hyaeterd a 
ON] 22b, DATE Nia k Mp OF CEMETERY OR CREMATORY 22d, LOCATION (City, town, or country) Gtete) 


Yawex | AE, SVL LE SEYSVILLE ABD 


LE os ae 240, REC'D BY LEY. 24b, REGISTRAR'S SIGNATURE 


ah e2 ee] Onrtun f Hwee 
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% TO DEPUTY 


The low requires that the deoth certificote be executed within 24 hours after 


PHYSICIAN 
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¥ 
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@ Poge 4 
Pages 1 and 2 should be filed with 


page 3 should be detoched for use as the burial-transit permit. 


e MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
CERTIFICATE OF DEATH Kewl 4S 


= 


1. PLACE OF DEATH VUSG a USUAL RESIDENCE {Where deceased lived. If institution: Residence befare admission) 
M a. y LEO hibs MARYLAND Feel i ears o / 
b. CITY OR TOWN {IF outside corporate limits, write | ¢. LENGTH OF STAY IN 1b f CITY OR TOWN lane outside corporate limits, write RURAL and give nearest tawn) 
ae give WIN VE. R. 
A 4 d’ Nae OF HOSPITAL {IF not in CAS give street oddress) ( NE STREET ADI e. IS RESIDENCE 
ON A FARM? 
> I PAL ok yes] Not) 
€ 
‘ad 3. NAME OF First Middle Lost 4 pa janth ry Yeor 
DECEASED : 
eet Leta. K borséy | kuYn /F- wos 
S. SEX 6. COLOR OR RACE ]7. MARRIED [-] NEVER MARRIED [] | 8. DATE OF BIRTH 9 AGE (In yeors IF UNDER 1 YEAR]IF UNDER 24 HRS. 
Mis 
_ a fz; M4 Ak E ULORE winowen [i pivorcep [] ae 
& Too. USUAL OCCUPATION (Give kind of wark dane|10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE {State ar foreign country) 12. CITIZEN OF WHAT COUNTRY? 
4 during most af working life, even if retired) 
52 HOvVSEAEEPER | AT Home | MALYAAND (Dee SS 
2 §- 13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME 


TT/E MUROGaK 


Ca® 


FTA 0) Pp sf OA! & 
18, WAS DECEA’ ED EVER IN U, S. ARMED FORCES? |16. SOCIAL SECURITY NO. 


ee, 


alive an end that death accurred at______ > <M, fram the causes and an the date stated abave. 


: \ hi, Vv = ADDRESS (Street, <j 2 a 
ies Si Ro pA gh Pain 4 wo 1S | Rte ated 


| | |rmmrwes DRE Vecse Wilkens 


a. Hea CREMATIO bDATE THEREOF AME OF CEMETERY OR CRI TORY B-tOCATION (City, town, ar county) (State) 
perity) ps 
B hy 2 2-L8 VIEW JAvinesvspbeE Mp. 


2 
2 
= 
= 
2 
2 
a 
E 
°° 
8 
vv 
c 
°o 
59% 
She 
Sipes 
£42 aX. no, peisintnewrn) (HF yes, give wer or dotes of servis) 
pt ia) ia Ma VAP) E SUM ME npsoe tp 
3 at ¢ 
foe 
: Se 18. CAUSE OF DEATH [Enter only ane cause pet Ii , (bh. i INTERVAL BETWEEN 
red PART |. DEATH WAS CAUSED BY: pees: ga 
ott Ms IMMEDIATE CAUSE {a} S 
£e9 (3 vueto 
©: J, € ~— 
f.> Canditions, if any, which ) & Dr 
BES gave rise ta immediate = 
5a. covte (0), stating the under. ( DUE TO { 
aoe lying couse last. 
Bess a (e) 
g 3 t 6 A Past Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART ae Was AUTOPSY 
S 8 = . 
£203 < yes[] NO 
ao 9° vy 
= S46 rd ——F : 
Pea = |200. ACCIDENT WAS UNDERLYING []_ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature af injury in Part | ar Part I of item 18.) 
Sse & | OR CONTRIBUTING (] CAUSE OF DEATH 
Bees G [MIF EITHER, NOTIFY MEDICAL EXAMINER) 
i] 5 5 & [20c. TIME OF INJURY Manth, Day, Year ]20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Hame, form, | 20f. (City ar tawn) {County} (State) 
522s a Hour 0. m. While Holwiale factary, street, office bldg., 2P 
a pepe ae = p.m. 19 [at wark [7] at work 
er ha ; - 
BS e 21. 1 certify that | attended the deceased fra {\s A jb amcu, IES wane ¢, jee 19%gc\that ! last saw the deceased 
Zoo 
5 
2 
ut 
8 
& 
5 
2 
ev 
o 
= 


moy be retained 
TO FUNERAL DIRECT 


el 4 DIREG ie 5 7 XY JADDRES ©) 2 ‘2ga. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 
AIS (4) } A fy’ J, "i oA 
15M 9/58 NN NT a hs Ee (HV ALAA PE) fF Goat jay 6 Cantar £, Trasae 


MARYLAND STATE DEPARTMENT OF HEALTH 


rat ozo OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 
VN Show 


CERTIFICATE OF DEATH NA Zh 


1. PLACE OF DEATH Ap 2, USUAL RESIDENCE (Whery deceosed lived. If institution: Residence before admission) 
oe MARYLAND bi b. COUNTY 


B, CITY OR TOWN (If outside corporote limits, yrite |<, LENGTH OF STAY IN 1 ©. CITY OR TOWN (If oypside corpprote limits, write RURAL and give nearest town) 
URAL ondgive to) ( x 
oa ee LE’ 4 pe. 


‘d. NAME OF HOSPITALAIF not in hospital, give street oddi d. STREET ADDRESS . IS RESIDENCE 
OR INSTITUTION = 7 © Bain PARM 
Yes (] NOoDY 


—d 


Page 4 
‘director, 


Pages 1 and 2 shauid be filed with 


\ 
M 


er 


. NAME OF 4. DATE ¥. 
DECEASED Month ‘eor 


(reer palin yj ke b “t FE; LE hi bam Yedec, 7. e4 wEoe. 


5. SEX 4. COLOR-ORRACE |7. MARRIED) NEVER MARRIED [7] | 8. DATE OF BIRTH 9ZAGE (In yeors [IF UNDER 1 YEAR| IF UNDER 24 HRS. 
ZB y lost birthdey) FMonths[ Days | Hours | Min, 
fe 


hele wipowen [] pivorceo CF] Wa VA 2 SS yrs. 


10a. USUAL OCCUPATION (Give kind af wark done] 10b. KIND OF Busi OR + BIRTH! “Sl country) 12. CITIZEN OF WHAT COUNTRY? 


f 


geting most of working life, even if retired) 
Met LMA LLL 
3. FATHER'S WAME ig 4 14. MOTHER'S MAIDEN NAME “ 


J 


j ress 
(Ya, no, oc nts) Ut yes, give wor or dates of service) eo Lee, 
SD z Z / Zz c 


18. CAUSE OF DEATH [Enter only one cause per line far (0), (b), ond (}.] Oy ie ae 
EATH 


PART I. DEATH WAS CAUSED er EMBOLISM OF CORONARY ARTERY 3 hrs. 


LEX Ga | mre 


Conditions, if ony, which (6) 
gave rise to immediate 
DUE TO | 


Then please remave corban papers. 


|, cremation, ar remaval, and in any event, within 72 haurs aftersdeath. 


couse (a), stoting the under: 
lying couse last. (3 
Parr Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0}]19. WAS AUTOPSY 
yes[] No} 


cs 


hysicion. 
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e 
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5 
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3 
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3 
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2 
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ing pl 


2a. ACCIDENT WAS UNDERLYING 0) 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | ar Port Il of item 18.) 
OR CONTRIBUTING [} CAUSE OF DEATH 
(IF ESTHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Doy, Year ]20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Hame, farm, | 20f, (City or town) (County) (Stote} 
Hour m While Nat while foctary, street, office bldg., etc.) | 
p.m. 19 Jat wark [] ot work t 


21 1 certify that (|) ({HXKBSSIBT) attended the deceased from..._.1940 ___.. ee _ 19.2 thar (1) (we) Jast 
saw the deceasedAlive gn_ ans..13__ 19.62 and that death accurred at R100! tam the causes and an the date stated abave. 


Tia. SIGNATURE 22b. DATE 
ATTENDING MED. STAFF SGHED 
Be aa eke ‘M.D, | PHYS. GY pirector O_PHYs. 1.13.62 
Me. rial . 22d. ADDRESS 
ype) 
Wm. He Lawson, Jre, MD. 


230. BURIAL, CREMATION, | 23b. DATE THEREOF 


PEN (Speeityy ys /e- ECL 
24, FUNERAL DIRE OR'S SIGNATURE Pr aa So. REC'D BY REGISTRAR | 25b, REGISTRAR'S SIGNATURE 
Zz LLLP a lecjae - pate JAN 2 2 ‘62 Cnttun 8, Pies 


cote has been signed by the attending physician and campletely filled in by # 


page 3 should be detached for use as the burial-transit permit. 


the State Board af Health priar to buri 


PHYSICIAN: 
hal or attend 
MEDICAL CERTIFICATION, 


Arter this certifi 


@ 


may be retained 


TO HOSPITAL OR 


ae 
as 


a 


j MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


OAL320 CERTIFICATE OF DEATH A427 _ 


AK 


eS 
2 S “| 1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased hived, If Institution: Residence before edmission) 
te + gow oe a. STATE b. COUNTY | / 
c aTTo, manytanp || Maryland Baltimore City _ * 
ow b. CITY OR TOWN {if outside corporate limits, . LENGTH OF STAY IN 1b ¢. CITY OR TOWN (If outside corporate limits, write RURAL end give neerest town) 
~_ > writa RURAL and give nearest town) ‘ 
“@ Sykesville 16 days Baltimore Byvoi-# 
£ j] d, NAME OF HOSPITAL OR INSTITUTION [if not In hospital, give street eddress) d. STREET ADDRESS . a °. 15 RESIDENCE 
~ 
. 3700 Frankford Ave. ves] NO Bd 
aes cca Middle Lest ‘E ‘DATE Month Day Yeor al 
F 
{Type or print) HEDWIG Je EISENMEIER DEATH a. 7 1962 


S. SEX 6, COLOR OR RACE] 7, pm ARRIED [_] NEVER MARRIED [~] B. DATEOF BIRTH 9. AGE (In years |IF UNDER 1 YEAR| IF UNDER 24 HRS. 
= ; binthdey) (Months) Days | Hours | Min, 
Female White winows ] ovorceo-]| 5-22-1889 3 yn. | | | 
103. USUAL OCCUPATION (Giva kind of work | 1Db. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (County & Stete, or foreign country] | 12. CITIZEN OF WHAT COUNTRY? 
done during most of working ven if retired) | 
Dressmaker : | Austria U.S.A. 
I ii FATHER’S NAME 7 a = 14. MOTHER'S MAIDEN NAME r a 
ee Koessel : Uake > Say : 
| 18. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY NO.) 17. INFORMANT Address 


(Yes, no, or unkown) | (Ifyes givewar or detesofservica)| 
ie __| Records, Springfield State Hospital 


CAUSE OF DEATH [Enter only one cause per line for (e), (b), end ().] INTERVAL BETWEEN 
ONSET AND DEATH 


PART |. DEATH WAS CAUSED BY, sae 
L } IMMEDIATE CAUSE le) Pyelonephritis, purulente r 


nsit permit. Then please remove carbon papers. Pages 1 and 2 should 
ion, or removal, and_in any event, within 72 hours after death 


igned by the attending physician and completely fillé 


a DUE TO 
Conditions, if eny, ws {b) Nephrolit hiz sis = 


geve rise fo immediate cause | 
DUE TO | 


{e}, steting th derlyin ° . 
pee «_ Arteriosclerotic cardiovascular disoase. 


19. WAS AUTOPSY 


ING PHYSICIAN: The law requires that the death certificate be executed withi 


ined by the hospital or attending physician. 


% 
i 
” 
8 
= — — = ee — 
2 7.12 PART Il. Be CANT CONDITIONS CONTRIBUTING TO DEATH ut NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Tia) 
3 ‘«}2] Chronic brain syndrome ‘tated with cerebral arteriosclerosis, with PERE ASED? 
5 5|_psychotic reaction ‘ peas a ves J no 
g & | 2De. ACCIDENT WAS UNDERLYING 20b. DESCRIBE HOW INJURY OCCURED. (Enter nature of injury In Part | or Part Il of item 18.) 
7 & | OR CONTRIBUTING L] CAUSE OF DEATH 
= © | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
£ s 20e. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 2De, PLACE OF INJURY (Home, ferm, | 201. (City or town) (County) (Stete) 
< FA Hour a.m. While Not While factory, street, office bidg., ofc.) | 
= pans 19 at work [_] at work | 


62 that (I) (we) last 


eS 2. | certify tha! (!) (this hospital) attended the deceased fromSeSitlSs. Gn... Wess. av s ; . 
g saw the deceased alive o age... and thal death occured , from the causes and on the date staled above, 
3 ge : ATTENDING MED STAFF ‘ ~—. eee Bass 
Mevacdk a Jet a— mo. |PHYS.  [] director [J Pxys. BX 1-8-62 


22e, PHYSICIAN'S _—«*([ 22d. ADDRESS” Springfield State Hospital 
_... Sykesville, Maryland 


"| 23d, LOCATION (City, town or county) (Stete) 
Hely eld otueee 


Bley ig 
Ballo 
25a. REC’D BY REGISTRAR 


‘2Sb. REGISTRAR'S SIGNATURE 
vatwAN 1 0 '62 af. Kame 


238. BURIAL. eee ” 
Ry (Spec; f 
NOR AL / se f €2. 
24 FUNERAL, DIRECTOR'S SIGNATURE 


CF rms Son S502 artord Re. 


ND: 
R: 
director, page 3 should be detached for use as the burial-tra 


be filed with the State Dept. of Health prior to burial, 


death, Page 


TO FUNE! 


| 


TO HOSPITAL BR 


VR AIS (4) aN 


15M 7/61 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


80431 CERTIFICATE OF DEATH NAYS _ 


‘write RURAL and give nearast town) 


—__ Sykes rile. Varviand days agerstown 
d, NAME OF HOSPITAL OR INSTITUT N (if not In hospitel, 2h. street eddress) d. STREET Hag ESS. 


5 38 

2 8 1, PLACE OF DEATH >, USUAL RESIDENCE (Where decoaied lived, If insiitution: Residence before admission) 
3 & COUNTY a. STATE b. COUNTY. J 
2 Carroll MARYLAND Maryland Washington Co. “ 
= b. CITY OR TOWN (if outside corporate limits, ¢. LENGTH OF STAY IN Ib ©. CITY OR TOWN (If outside corporate limits, write RURAL end give neerest town) 

a 

= 


@. 1S RESIDENCE 


| ~ ON A FARM? 
Springfield State Hospital ___ 232 N. Potomac St. ves [] NOTH 
‘3. NAME OF “First Middle Last 4, DATE Month Day Yeer 
DECEASED OF 
ioe sy Walter FELDMAN ere Wagary 27, 19/62 
5. SEX "|S: COLOR OR RACE 7, aRRIED [-] NEVER MARRIED [ff | & DATE OF BIRTH 9. AGE (In years |IF UNDER 1 YEAR| IF UNDER 24 HRS, 
last birthdey) | Months ors Hours | Min. 
male ‘ white wiboweD [} —_oivorceD [|] 10/2 8/1885 a & > 
Wa. USUAL OCCUPATION (Give kind of work | 10b. KIND OF BUSINESS OR INDUSTRY | 11. 


BIRTHPLACE Pam & Stete, or jorwign country) | 12. CITIZEN OF WHAT COUNTRY? 
} 


done during most of working life, even if retirad) 


Shipping clerk | Electrical | Marvland - Wash. To. gS ahr 


13. FATHER'S NAME 14, MOTHER’S MAIDEN NAME 


Charles A. Feldman Elizabeth A. Schaubla 


After this certificate has been signed by the attending physician and completely fille’ 


DING PHYSICIAN: The law requires that the death certificate be executed withi: 


“ 
23 
od 
an 
- 
os 
“i 
yo 
Hs 
A 
sé 
55 
ig 
a 
< 
es 
gs 
ag = 
Pe 15. WAS DECEASED EVER IN U.S, ARMED FORCES? | 16. SOCIAL SECURITY NO.| 17. INFORMANT ‘Address 
2s (Yes, no, or unkown) | (Ifyes givawarordatesofservica} 2 
r3 No 14-09-3916 | Springfield Stde Hosp., Sykesville, Md. 
ez '18. CAUSE OF DEATH [Entar only one cause par lina for (8), (b), and (¢).] INTERVAL BETWEEN 
23 = ONSET AND DEATH 
3S 5 PART |, DEATH WAS CAUSED BY, ; 
= ch IMMEDIATE CAUSE (3) Pneumonia : days 
fe2zs ig) | 
S222 eet a DUE TO | 
Bele Conditions, if any, which {b) S).5 | 
BOBS geve rise to Immadiate cause E > | 
£2 3. (e), steting the undertying f DUETO | 
n2 es j aba 9 _A.S.C.V.D, |_years 
Leta z “Tl. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(a)| 19. WAS AUTOPSY 
£882 2 ~- Sees PERFORMED? 
Sees 5 CBS assoc. with arteriosclerosis with psychosis. ves [] No ¥] 
28>5 © [200. ACCIDENT WAS UNDERLYING [] | 20b. DESCRIBE HOW INJURY OCCURED, (Enter netura of injury in Pert | or Part Il of item 18.) 
es 8 & | OR CONTRIBUTING (] CAUSE OF DEATH 
£2>= G | (IF EITHER. NOTIFY MEDICAL EXAMINER) 
ry £3 3 [[20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 20s. PLACE OF INJURY (Home, farm, | 20%. (City or town] (County) (Stete) 
The ae 8 Hour e.m. While Not While | factory, street, office bldg., etc. if 
Le 4 pa 19 et work al work { 
eo: 21. 1 certify that (I) (this hospital) attended os deceased from.. 1s £62... 8 i, hen ae a (27/62... — , that (I) (we) last 
sUSe saw the deceased alive ON... Mars 62... .. and that death occured ai ca, he oH the causes and on the date stated above, 
sid oa Wi a: att 7 ATTENDING MED, STAFF Aa SioNeD 
o . 
avast LLA, i fi / ie coe mo. | PHYS. []_ Director [} Pays. [ 1/27/62. 
o 6s Se | 22¢. PHYSIC g 22d. ADDRESS 
NAME ‘ 
a8 $3 ”) Agustin del Campo, uD. __ Sykesville, Maryland _ 
aw] = a 
gz ee Bs, BURIAL, CREMATION, | 236. DATE THEREOF Fac. NAME OF CEMETERY OR CREMATORY 73d. LOCATION (City, town or county) 
H REMOVAL (Specity) 
@* oss Burial 1-30-62 Rest Haven Cemetery Hagerstown, Md._ = 
ve AIS (4) 24 FUNERAL DIRECTOR'S SIGNATURE ADDRESS 25a. REC’D BY REGISTRAR | 2Sb. REGISTRAR’S SIGNATURE 


15M 7/61 


Scott F. Minnich & Son Hagerstown, Md. 


omviN 3.0 "62 Open ae eS 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARTLANPD 4 


00432 _CERTIFICATE OF DEATH 


1. PLACEOF DEATH = 2, USUAL RESIDENCE (Where deceosed lived, lf insiitution: Residence before admission). 
a. COUNTY a. STATE b. COUNTY 
a Le. Lb PENS _Mar ee Se 
b. CITY OR TOWN [if outside corporate limits, ¢. LENGTH OF STAY IN Ib €. CITY OR TOWN [if outside corporate limits, write RURAL and give nearest town) 
write RURAL and give nearest town) | 
Westminster | X Rural-- Gamber 


d. NAME OF HOSPITAL OR INSTITUTION (if not In hospital, give sire! eddress) | ~~ d. STREET AQDRESS e. 15 RESIDENCE 
| ON A FARM 


Carroll Co. General Hospital | R._D. 1, Finksburg ves No] 


3. NAME OF First Middle Last 4. DATE Month Dey Year 


DECEASED Ks ap | OF a 9 62 
PER RACE TODD- DA Janua are 1 z 


(Type or print) 
7. MARRIED fe] NEVER MARRIED 8. DATE OF BIRTH |9. AGE (In years [IF UN “TF UNDER 24 HRS. 


| fast birthday) “ont | Days | Hours | Mir. 
_| white | own] _ vivorc> 1) Sen t,_ 22,1805 166. 


/10e. USUAL OCCUPATION (Give kind of work KIND OF BUSINESS OR INDUSTRY | ai BIRTHPLACE (County & Stale, or foreign country) | ¥2, CITIZEN OF WHAT COUNTRY? 
done during most of working life, even if retired) 


eee ieee) Sen bal ste ere at cee ara 


| 

ed Sn J | Virginia Eberg “ 

15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY “NO. | 17. INFORMANT Address 
(Yes, no, or unkown) oS 


ia ror OF Wena: ne cause y 24 “ele = 79, Mrs. Bvelyn A. Ford, Same as € on BETWEEN 
PART I, DEATH WAS CAUSED BY; a yA Bi Z Aon 
IMMEDIATE CAUSE (a) _ oy hate 


E 3/ 4 DUE TO } 


Conditions, if any, which 


y the funeral 


* after 


in 24 


SEX 


ling physician and completely fille 


DUE TO 


z 
2 
vo 
4 
5 
3 
Hy 
% 
3S 
° 
a 
2 
‘a 
$ 
es 
t 
5 
8 
= 
A 
3 
v0 
® 
= 
3 
cs 
2 
3 
= 
5 
é. 
s 
Fa 
= 
Q 
2 
se 


se 
ing the underlying 
Sause last. (e) 


PART ll, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART ron 19, “WAS, AUTOPSY 


PERFORMED? 
yes [] NO a 


20, ACCIDENT WAS UNDERLYING L] | 20b. DESCRIBE HOW INJURY OCCURED. (Enter nature of injury in Part | or Pant Il of item 18.) 
OR CONTRIBUTING [-] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 20c, PLACE OF INJURY (Home, farm, | 20f (City ‘or town) (County) (State) 


Hour a.m, | While Not While | factory, stract, office bf 
19 at work {"] ot work 


ed by the hospital or attending physician. 


IDING PHYSICIAN: 


director, page 3 should be detached for use as the burial-transit permit. Then please remove carbon papers. Pages 1 and 


MEDICAL CERTIFICATION 


/ LID 19. tO BST 19K G-that (I) (we) last 
saw the deceased alive on... sed e % a ed az from the causes and on the date stated above. 


22a. SIGNATURE 22b. DATE 
ATTENDING ED. STAFF SIGNED 
mp, | PHYS. DIRECTOR [1] PHys. 


22c. PHYSICIAN'S ~|224, ADDRESS 
NAME (Type) 
S163 EBMaj id L418 "ED rvs 
23a, BURIAL, CREMATION, | 23b. DATE THEREOF NAME OF cemeriny ‘OR CREMATORY 23d. LOCATION (City, town or county) i 


REMOVAL (Specify) 
196) ovidence Cemetery. Carroll Co., 
24 FUNERAL DIRECTOR'S SIGNATURE ADDRESS 250. REC’D BY REGISTRAR | 25b, eee 2 Si SIGNATURE 


C. M. Waltz, Winfield, Maryland lor _jan 29 '62! Cutt f Minus 


CTOR: After this certificate has been signed by the attend 


be filed with the State Dept. of Health prior to burial, cremation, or removal, and in any event, within 72 hours after dea| 


death. Page 4 


TO HOSPITAL 
>TO FUNERAL 


< 
3 
a 


a 


) 41 MARYLAND STATE DEPARTMENT OF HEALTH 
Division of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


STATE 00433 MEDICAL EXAMINER'S CERTIFICATE OF DEATH NHAZ( 


21. I certify that | took charge of the remains described above, held an Aptopsy ‘ad ae fuah Inquiry t) and in my opinion 
death result : Natural causes Oo. lent IG; Suicide 


Homicide [ay Undetermined manner Oo 
CHIEF MEDICAL EXAMINER [_] 


1. PLACE OF DEATH 2. USURL RESIDENCE (Where deceesed lived, If instilutiqn: Residence before edmigsio af) 
e. COUNTY °. ne b, COUNTY Ain ne Una 
__ Carroll ____ MARYLAND Verylend “Battdnore—Caty: || 
. CITY OR TOWN (if oulside corporele limils, | ¢. LENGTH OF STAY IN Ib @. CITY OR TOWN {If outside corporete limits, welle RURAL end give nearest Suee 
write RURAL and give nearest town} F “ 
Sykesville l6yrs9mos18dys Brooklyn | 42 
| d, NAME OF HOSPITAL OR INSTITUTION (if not in hospital, give street address) d. STREET ADDRESS = r e. IS RESIDENCE 
ON A FARM? 
: Bpringfield State Hospital 322 6th Street ves {_] NO fe] 
‘3. NAMEOF a Middle “Last a DATE Month er : 
DECEASED 
Werke L Jilliam Nelson __ France Biara January 
V5. SEX | 6. COLOR OR RACE | 8. DATE OF BIRTH 9. AGE (I IF UNDER 
7. MARRIED [__] NEVER MARRIED ol 3 bithey) een 
Male_ White WIDOWED [xt DIVORCED [_] May il, 1895 yrs. 
“W0a. USUAL OCCUPATION (Give kind of work | 10b. KIND OF BUSINESS OR INDUSTRY ns BIRTHPLACE (State or foreign country) ~ 112. CITIZEN OF WHAT COUNTRY? 
done during most of working life, even if retired) 
_Chauffeur - | Maryland _ uy U.S.A. 2 
13. FATHER’S NAME 14, MOTHER'S MAIDEN NAME ras a a. 
Samuel N, France Leonora Linnegan 
bi WAS je ae me INU.S. ASKED FORCES? | 16. SOCIAL SECURITY NO.| 17. INFORMANT [, Ee” no i = 
es, no, or unkown) | (Ifyes give werordetes ofservice} 
< No - 213-05-778 _Springfield Hospital Records 
= ~| 18. CAUSE OF DEATH [Enier only one cause per line for (e), (b), end ().] SS WE PEROT TO ~~ | INTERVAL BETWEEN 
2 PART I, DEATH WAS CAUSED BY: SE EON ae | 
& IMMEDIATE CAUSE (e)__ Acute congestive heart failure #4 = ss | Minutes 
j . 
8 ‘ << 9 (UE To 
= Conditions, it ty. which __Arteriosclerotic cardiovalvular disease. _| Years 
rf geve rise to immediete couse — 5, - 
z (el; aeting the. andetlying if uso 
4 vy cause lost. Generalized arteriosclerosis, severe Years 
§ “IZ PART Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(e)| 19. WAS AUTOPSY 
SSRIROU NOT O CEA PERFORMED? 
3 5|C.B.S. associated with cerebral arteriosclerosis, with psychotic reacti as Bd No Le] 
5 E 20s TRAD tie S 20b. DESCRIBE HOW INJURY OCCURED, (Enter neture of Injury in Pert | or Pert Il of item 1B.) 
MARY ‘0 
2 8} cause oF cath. 
2 3 20c. TIME OF INJURY Month, Dey, Year | 20d, INJURY OCCURRED '20f. (Clty ortown) {County) ~__ (Stete) 
u a Hour e@.m. While __ Not While 
2 z ie 19 et work et work [=] 
2 
Fe 
2 
& 
= 
3 
Q 
= 
a 
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4 
S 
5 
6 
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8 
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3 
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3 
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TO FUNERAL DIRECTOR: Page 3 should be used as a burial-tran: 


g . Cee x ee] ~ ASSISTANT MEDICAL EXAMINER [~] DATE SIGNED 

e 2 DEPUTY MEDICAL EXAMINER ff] 1-16-62 
E ei T. Marsh, M.D 

D8 N. ames y MD. Address (Stree!, city, town, or county) _# a mn 

a H 22e. Bl ae 22b. DATE THEREOF 22¢, NAME OF CEMETERY OR CREMATORY 22d. LOCATION (City, lown, or couniry) Gite) 
Ri 

os Ba | WeMgz8 (762 (962. |\Wo0alAten GACTIMNERSE, 410 

mi 


24b, REGISTRAR’S SIGNATURE 


Cntut £, Finis 


23. FUNERAL DIRECTOR ADDRESS 240, REC'D BY REGISTRAR 
VS. AISME ’ 
penide eS B Hoe Shognag 2 are JAN2.S. 62 


=— 


he fi 


eo 


Pages 1 and 2 shou 


Then please remave carban papers. 


PHYSICIAN: The law requires that the death certificate be executed within 24 haurs after d 


jal ar attending physician. 
! After this certificate has been signed by the attending physician and campletely filled in by th 


page 3 shauld be detached far use as the burial-transit permit. 


the registrar prior ta burial, cremation, ar remaval, and in any event within 72 haurs after deaths 


TO HOSPITAL OR AZEN 
may be retained 


MARYLAND STATE DEPARTMENT OF HEALTH==BALTIMORE, 18 
CERTIFICATE OF DEATH nin, wd I43 J 


MARYLAND: 


. PLACE OF ‘aoe 
. COUNTY 


IGTH OF STAY IN Ib 


fn 


7. MARRIED] NEVER MARRIED [[] 


wiooweo Th —soivorceo C] | #” 


eo send of ae KIND OF 8USINESS OR INDUSTRY 


. 1S RESIDENCE 
ON A FARM? 
Yes (] No 


NAME OF 
DECEASED 
(ype or print) 


5. SEX LGA 


10a. USWAL OY 


In yea 
ese 


‘ale 


-5 
15. WK @ SED EVER IN U. = ARMEI 


Yes, no, of unjphown) | INF yer, give war of dates oF service) 


0 


18. CAUSE OF DEATH [Enter only one cause per line for (0), (b), and (c).] 


A of Les 


ee mae DEATH 


Canditions, if ony, whi 
gave rise to immediote 
courte (0), stoling the under- 


DUE TO 


lying couse lost. (¢). (ZL om teas 


é Part Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0)/ 19. eR ea! 
iz ———— # 

3 Metre ah Oa ee eng ae ie eee aie ves []_No 

= 20a. ACCIDENT WAS_UNDERLYING 1) 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port II of item 18.) 

= OR CONTRISUTING [] CAUSE OF DEATH 

© | (IF EITHER, NOTIFY MEDICAL EXAMINER) 

& |20c. TIME OF INJURY Month, Doy, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 20F. (City or town} (County) (Stote} 
6 Hour 0. m. While Not while foctory, street, office bldg., etc.) | 

= pam. 19 Jot work [J] ot work [J \ 


2.1 ye that | attended the deceased fram.A¢__ Ay 4 _, 19.56, to 


alive on_. soe. 19, “agin , and that death accurred at fs 


PHYSICIAN’S 


NAME (Type) |_ [NAME Type)_“4 ‘ fgeia a op . ae 


eee TUTE 
pu anion f 


Gear DiRECH 7 hel Si ‘24a. REC'D BY REGISTRAR 


eer: MEG ae @ loare JAN 3.1 


-inkizen’; 196A that | last saw the deceased 


Biv fram theauses and an the date stated abave. 
ADDRESS (Sire, city or town, stote) DATE SIGNED 


24 Morth: St. 
MS Shere alas) 


ION K 


de 


after 
the funeral 
id 2 should 


~Pag 


2 hours after death. 
=— _ 


[DING PHYSICIAN: The law requires that the death certificate be executed within 24 


ined by the hospital or attending physician. 
SCTOR: After this certificate has been signed by the attending physician and completely fille 


tor, page 3 should be detached for use as the burial-transit permit. Then please remove carbon pay 


be filed with the State Dept. of Health prior to burial, cremation, or removal, and in any event, within, 


i a 


TO HOSPITAL ©. 
death. Page 4 


VR AIS (4) 
1SM 7/61 
& 


\ 
. 
. 
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MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


DEATH MASS 
DDL35 CERTIFICATE OF 432 


1. PLACE OF DEATH 2, USUAL RESIDENCE (Where decessed lived, If institution: Residence before edmission} 


a. COUNTY a. STATE b, COUNTY 
Carroll MARYLAND || Maryland Sok a 
B, CITY OR TOWN (if outside corporete limits, ©, LENGTH OF STAY IN 1b €. CITY OR TOWN (If outside corporal limits, write RURAL and give nesrest town) 
write RURAL end give nearest town) 
Sykesville 12 days Baltimore 2 : 32V0e 
d. NAME OF HOSPITAL OR INSTITUTION {if not In hospitel, give street eddress) d, STREET ADDRESS oe IS Pees 
ON AFA 
Springfield State Hospital eb ala s North Ave. ves [] No [3 
3. NAME OF “First Middle Test Month Day ‘Yoor 
DECEASED " OF 
{Type or print) Jack Haddock pants, Fiwauery. 27, 19168 
3. SEY. COLOR OR RACE) 7, MARRIED PR never married [] | & OATE OF BIRTH ioe 198) RS as If UNDER 1 YEAR| If UNDER 2 
> last birthday) |"Months) Days | Hours | Min. 
Male White wow [] _pivorco[]| October 1, 1886 yrs. ik 
¥Os. USUAL OCCUPATION (Give kind of work | 10b. KIND OF BUSINESS OR INDUSTRY | 11, BIRTHPLACE (County & Siete, or foreign country) | 12. CITIZEN OF WHAT COUNTRY? 
done during most of working life, even if retired) | 
Storekeeper _ ms beg sh Virginia i a ee 
13. FATHER’S NAME 14, MOTHER'S MAIDEN NAME 
Edwin Haddock Sarah -Allen 
15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY NO.) 17. INFORMANT Address 
[Yes, no, of unkown) | {Ifyesgivewsror dates ofservice] 
No i es 


“| 18. GAUSE OF DEATH [inter only one cause per line for (e), (b), end (c).] 
PART |. DEATH WAS CAUSED 8Y: 


IMMEDIATE CAUSE (o)_ __ Terminal brench eumonia 
ey ‘\ a> 


ETO 
canine, cuneate nies -} »___ Arteriosclerotic cardiovascular disease Years 


ONSET AND DEATH 


Si °Iéla Mi Haddoekel117 ES'Nérth (eae 
2 = 3 days 


ge to imme: couse | 

{a), steting the underlying DUE TO 

cause lest (ec) 
z PART i, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(a)| 19. WAS AUTOPSY 
2 °S., cerebral arteriosclerosis with psychosis PERFORMED? 
< ‘; od | ves (K] no [] 
Vv _ — 
© | 20e. ACCIDENT WAS UNDERLYING [] | 20b, DESCRIBE HOW INJURY OCCURED. (Enter neture of injury in Pert | or Port Il of item 18.) 
& | OR CONTRIBUTING [] CAUSE OF DEATH 
& | (ir EITHER, NOTIFY MEDICAL EXAMINER) 
3 | Zoe. TIME OF INJURY Month, Dey, Yeor ) 204, INJURY OCCURRED | 200, PLACE OF INJURY (Home, farm, 20f. (City or town) (County) (Stete) 
e Hour a.m. While Not While. factory, sirest, office bldg., etc.) 1 
z cia 19 et work [7] of work ! 


. | certify thal (I) (this hospital) attended the deceased from.JANWALY...55.., 162. todanuary..L7-, 19.62 thal (I) (we) tast 


saw the deceased alive on.. danuary... Ale: 19.62. . and that death occured at..3.2.2@Pitbm the causes aut on the dale stated above. 
. - 22b. DATE 


220, SIGNATURE ? 
LLE, fees Leb & MD. ok SIREETOR oO pans. pit} 1/17fee 


2%. PHYSIGAN'S = “| 22d, ADDRESS 
NAI 


,| 23b. DATE THEREOF = 


1-22-62 


PR etaoylan We ate? 


23e. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, “fown or county) — i 


imore, Maryland ae 


25, REC'D BY REGISTRAR | 25b. REGISTRAR’S SIGNATURE 


DATE JAN 4 9 '62 Onthug 2 Sian a 


Be, BURIALLACREMATION, 
REMOVAL pee ie 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 ; 
N43 CERTIFICATE OF DEATH Mud d3 


Reg. Dist. No. 


— 


~ ce 
ee tes: 1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence befare admission) 
é 8 2 a. COUNTY C A LR OLe aban ; STATE b. COUNTY 2 
Oo = 
@. 8 M b. cy oR TOWN (If outside Eaeel limits, write | ¢. LENGTH OF STAY IN 1b ¢. CITY OR TOWN {If autside corporate limits, write RURAL and give neorest tawn) 
a Aland give nearest town! Wt 
pO WE CT MINE TE R__| & 7 WESTMINSTER 
4 X d. RANE Sa ranerae (If not in hospital, give street address) / d. STREET ADDRESS e. eee 
- E. MAIN ST. \o8 E, MAIN _ST- re NOB 
5 3. NAME OF First , Middle last 4. DATE Month Day Year 
oF Beer ein JAMES ELMER HAISLIP bam JANUARY 34 1962 
D, 


5. SEX 6. COLOR OR RACE |7. MARRIED [EYKIEVER MARRIED 8. DATE OF BIRTH 9. AGE (In yeors [IF UNDER 1 YEAR] IF UNDER 24 HRS. 
=) lost birthday) {Manths] Days | Hours Min. 


MALE HITE |woown O ovorceo KJYLY 3) 1887 74 


1a. USUAL OCCUPATION (Give kind af work dane! 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote ar foreign country) 12. CITIZEN OF WHAT COUNTRY? 


Moron) warking ti sete) TRAN SPORTATI uy ARVLA WD WITED Ss TATES 


13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 


BLEXANDRIA HAISLIP lhsenwpe- WILLIAMS 
15. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. | INFORMANT ‘Address 
“ia | IF yes, cniecel ie é a 0 ™ BS f wis Li ray Wi FE) 
18. CAUSE OF DEATH [Enter only ane cause per line for (a), (b), ond (c)-] 


BR ” 5 6 

; PART I, DEATH MESIATE CAUSE fo WE VIC CARC INOAA iE vy) es AND “TR 
_ DUE TO 

Conditions, i ‘any, = ) 


Y 


pa—Pol 


| 


Then please remove corbon pop! 


gove rise ta immediate 
couse (a}, stoting the under. ( OUETO 
lying couse lost. ©. 


Part Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THETERMINAL DISEASE CONDITION GIVEN IN PART 1I(0]|19. WAS AUTOPSY 
yes) No{] 


200, ACCIDENT WAS_UNDERLYING C1 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature af injury in Port | ar Port Il of item 18.) 
OR CONTRIBUTING [] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Manth, Day, Year | 20d. INJURY OCCURRED 
Haur oa. m, While Nat while 
pom. WW at work [] at work [7] 


21. | certify that | ottended the deceased fro E. /T_ cathode 5 3 1957, i ct Ae XF—thot | last sow the deceosed 
alive on_ ANU PRY 14, 12be___, ond that deoth occurred a2 7) m, from the causes and an the date stoted obove. 


satin david 9 Wodbwer 019 RipeE Board ry Jer 


‘ote has been signed by the attending physicion and completely filled in by th 


200. PLACE OF INJURY [Hame, farm, | 20f. {City ar tawn) 


{County} 
factory, street, office bldg., etc.) | 
H 


(State) 


PHYSICIAN: The law requires that the death certificate be executed within 24 haurs after d 


tal or attending physician. 
MEDICAL CERTIFICATION. 
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£6 } 
£23 rains DAMEL L«WELLIVER _WESTHUSTER  MARVIAND __ 
oe Zio. BURIAL, CREMATION, DATE THEREOF / | 22. NAME OF CEMETERY OR CREMATORY Wd. LOCATION (City, tawn, or county) (State) 
232 fe PAE 

é Z ‘ 
© e A ADDRESS « . “D BY REGISTRAR ‘Dab. REGISTRAR'S SIGNATURE 
VS AIS (4) e74 parevAN 1 6 '62 Clitten £ Pies 
15M 9/58 


MARYLAND STATE DEPARTMENT OF HEALTH 


DIVISION OF STATISTICAL RESEARCH AND RECORDS — SALTIMORE 1, MARYLAND 
ROL39 CERTIFICATE OF DEATH 


fiji j A 1 4 
1, PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before admission) f 


0. COUNTY 9. STATE b. COUNTY 
Pro George's 


Carroll bie Mon? Maryland 


b. CITY OR TOWN (If outside corporote limits, write | c. LENGTH OF STAY IN 1b c, CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 
RURAL ond give nearest town) " a 4 
alew College Park, Md. Ee SMe 
d. NAME OF HOSPITAL {if nat in hospital, give street address) d. STREET ADDRESS. e. 1S RESIDENCE 
OR INSTITUTION P ON _A FARM? 
7002 Dartmouth Avenue, ves) NOK 
. NAME OF Lost 4. DATE Day Year 
(Type oF print) Hanneford oeaTH S| | 19 oes 


S. SEX 6. COLOR OR RACE |7. MARRIED L] NEVER MARRIED [-] | 8. DATE OF BIRTH 9. AGE (In yeors [IF UNDER 1 YEAR] IF UNDER 24 HRS. 


jas? birthdo; 7 
female white —|wioweg) —_bvorceo ] July 9, 1878 aon vs : 2 


ly filled in by th 
Pages 1 and 2 si 


ys 


100. USUAL OCCUPATION (Give kind of work dane|10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Slote or foreign country) 112. CITIZEN OF WHAT COUNTRY? 
during most of working life, even if retired} 


Nousewife own H,me Maine USA 
13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
James Scanlin Priscilla emithlerwyn Heights Md 
1s. WAS DECEASED EVER IN U. S. ARMED FORCES? |16, SOCIAL SECURITY NO. | 17. INFORMANT Address 


(Yes, 10, oF unknown) | WF yen, Give wor oF dotes of service) 


a Mrs Rena Brewrink Berwyn Heights Md 
1s. CAUSE OF DEATH [Enter only one couse per tips (0), (b). ond (ch.] INTERVAL BETWEEN 


z T AND DEATH 
PART |. DEATH WAS CAUSED BY: Se 
c IMMEDIATE CAUSE (0) = 2 
ie, ¢ 0) DUE TO 
+) 


Conditions. if ony, which rs 
gove rise to immediote 

couse (0), stoting the under. ( CUETO 
lying couse lost. {e) 


Part I, “OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(0}| 19. pee del ley 


icate be executed within 24 haurs after deg 


The law requires that the death certifi 


al ar attending physician. 
Miter this certificate has been signed by the attending physician and camplete! 


200. ACCIDENT WAS UNDERLYING (1 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 18.) 
OR CONTRIBUTING () CAUSE OF DEATH fay 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


< 
3 
s 
3 
5 
3 
2 
eS 
8 
& 
= 
5 
e 
A 
g 
© 
> 
F3 
oo 
AS 
2 
e 
5 
3 
E 
£ 
5 
es 
ae 
o 
& 
3 
3 


CE OF INJURY Home farm. |) o0F ry 
}20c, TIME OF INJURY Month, Day, Yeor | 20d. INJURY OCCURRED |0e. PLACE OF INJURY (Home, form, 1 20f. (City ar town} (County) (Stote) 
Hour 0. m. Willan tL Netunite foctory, street, office bldg., etc.) | 
p.m. 19 jot work [] ot work (C] 1 ' 


PHYSICIAN: 
MEDICAL CERTIFICATION 


te 


2... 19... that (1) (we) last 
sow the deceased alive an_I/ 2//G 2. 19.__.., and that death accurred af-[“pM, fram the causes and an the date stated abave. 


Na. [ATORE 7b. DATE 
pdt Beg aie mo [AONE toe HAE ttajer® 
tis RAE Ae A 22d, ADDRES: : 

TH Cariwte mp 18S. Wasi Baidee: 


Ba. Oe Gye 3b. DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY 23d, LOCATION (City, town, or county) 
EMOVAL. (Specify) . ‘ 
franspertatipn 1/23/62 Bangor Maine 

24, FUNERAL DIRECTOR'S SIGNATURE ADDRESS 250. REC'D BY REGISTRAR ‘Sb, REGISTRAR’S SIGNATURE 


i, Gasch's Sons Hyattsville, Md. vate JAN 2 5 '62 


ae 


TO FUNERAL DIRE 


e detached far use as the burial-transit permit, Then please remave carbon papers. 


the State Board of Health priar ta burial, 


may be retained 
page 3 should bi 


TO HOSPITAL OR A 


Lic 
as 


=> 
La 
Sz 


S 


® 
> 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


00438 bees bce OF DEATH Wid 35, 


1. PLACE OF DEATH 
COUNTY 


L REST herd Slconsad lived, It institutions R 


Jonce before edmission] 
a. "" Ltedl. b. COUNTY 


after 
funeral 


& |. LENGTH OF STAYINIb ||. art Le, TOWN, #f outsige corporate lispis, write RURAL end give noerest town) 
> ly MonThs titre (2x 2 
Vos G A3y |, IS RESIDENCE 

= g ON A FARM? 
38 ey, Lye ves ["] No [* 
3 = Middle Lest 4. DATE Month Dey Year 

ay & 
Qe = 


NEVER MARRIED LJ 
DIVORCED 


AGE (In yeors |IF UNDER 1 YEAR 
WIDOWED 


EF B. 
P| F) 
CCUPATION (Give kind of work | IDb. KIND OF BUSINESS OR INDUST; |. BIRTHPLAC! OU! or forefgn colintry) 2 i 


done. Aus most of workjag life, even if retire: 
Olp ce 2 DUP eRY SER. | (fe) | fob [07 anepe Hd 


ding physician and completely fil 


‘it permit. Then please remove carbon 


ERIN UZ. ARMED FORCES? | 16. SOCIAL SECURITY NO, | 17, INFORMA! 
wel | (Ifyosgivewerordetosofservice) 


= |220 -09-2773 


18, CAUSE OF DEATH [Enter only one couse per line for (e), (b}, end (c) 
PART I. DEATH WAS CAUSED BY: 
3 2) PAAEDIATE CAUSE lol : 2 ae 


~~ DUE TO 


INTERVAL JETWEE 
ONSET 


Conditions, if eny, whi {b). 
geve rise to immediete ceuse 

(0), steting the uni DUE TO 
cause lest. ae te) 


The law requires that the death certificate be executed within 24 


ned by the hospital or attending physician. 


tO 
NIN PART H(o}] 19. WAS AUBOPSY 


After this certificate has been signed by the atten 


ctor, page 3 should be detached for use as the burial-trans! 
be filed with the State Dept. of Health prior to burial, cremation, or removal, and in any ev 


2 , [Zz PART ll, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION G 

= 2 oe “eS a ak | PERFORMED? 
B 5 F a = ws 1) Nose 
te = | 2de. ACCIDENT WAS UNDERLYING [] | 206. DESCRIBE HOW INJURY OCCURED. (Enier noture of injury In Pert I or Pert Il of item 18.) 

q & | OR CONTRIBUTING [} CAUSE OF DEATH 

Bs & | HIF EITHER, NOTIFY MEDICAL EXAMINER) 

2 —_ 2 5 io 
oy 3 | 20c. TIME OF INJURY Month, Dey, Yeor | 2Dd. INJURY OCCURRED | 2De. PLACE OF INJURY (Home, farm, | 2Df. (City or town) (County) (Stete) 
zg 3 Hour @.m. While __Not While fectory, street, office bldg., etc.) | 

z et work [_] et work [_] 


p.m, 9 
2. | certify that (I) (this ho: 


saw the deceased alive on.. 


‘CTOR: 


ital) ie the deceased from... A2-002... ¥f, i. A bes 7 ro that ()) (we) last 
the causes a on the date stated above. 


A 
be' 


2 | ix 23b. DATE 
ATTENDING MEl STAFF Pt 
4 mo. | PHYS. DIRECTOR 0 PHYS. im} A Wee. 
z o a 22d,-ADDRESS 
sd 3 | 
La) 
ae Bt é fA a 
Sep 3 Fae, BURIAL, CREMATION, | 236. DATE THEREOF 3c. NAME OF CEMETERY OR CREMA 23d, LOCATION (City, town or county) ~ (Stete) 
3 REMOVAL (Specify) 
cy = 
9%0% Baltirne pe Cemefey Belt ipt¢ ex % L9d 
a ANS (4) DRESS e REC'D BY REGISTRAR } 25b. REGISTRAR’S SIGNATURE 
15M 9/60 () ity S0d | DATE JAN 4 § "62 Cut. Fi Lk . 


y the funeral 
ind 2 should 


* after 


@ 


n papers. Pages 


, and in any event, yi" in 72 hours atterd 


Then please remove ta 


transit permit. 


The law requires that the death certificate be executed within 24, 


ined by the hospital or attending physician. ~ 
ECTOR: After this certificate has been signed by the attending physician and completely fi 


NDING PHYSICIAN: 


@ 


y 


be filed with the State Dept. of Health prior to burial, cremation, or removal, 


director, page 3 should be detached for use as the burial. 


TO HOSPITAL WR 


YR AIS (4) 
15M 7/61 


Ca 


re 


ae 


\ 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


NC439 _—=—CERTIFICATE OF DEATH W436 


Ts PLAGE OF DEATH y . ~~. 2. UBURL RESIDENCE (Where deceesed lived, If institution: Residence before admieaon). 
a. TY 
a, STATE b. COUNTY 
Carroll MARYLAND Maryland City 


'b. CITY OR TOWN (if oulside corporate limits, ¢. LENGTH OF STAY IN Ib ©. CITY OR TOWN (If outside corporate i 
write RURAL end give neerest town) 


je RURAL end give neerest town) 


| Sykesville 8 mbs. Baltimore 2h By ; ~ 
d, NAME OF HOSPITAL OR INSTITUTION [if not in hospitel, give street eddress) [ d. STREET ADDRESS Seg eG 
FARM 
Springfield State Hospital I 914 S, Bouldin St. 
‘3. NAME OF First Middle test | 4, DATE Month 
DECEASED OF 
Pit ~ shea Joseph Helgert | P#A™ January - 
5. SEX j6- COLOR OR RACE|7, maRnieD [SENEVER MARRIED [] | 5: DATE OF BIRTH ~ ]9. AGE (In years IF UNDERT YEAR| IF UNDER 24 HRS, 
8 last ree | Months Deys | Hours | Min. 
Male | White wows []  pivorceo[-]| June 12, 1877 Bh, | | 
TDs. USUAL OCCUPATION (Give kind ol work | 1Db. KIND OF BUSINESS OR INDUSTRY 11. BIRTHPLACE (County & Stole, or foreign country) | 12. CITIZEN OF WHAT COUNTRY? 
done during most of working life, even if ratired) | 
s dor Retired |__ Austria _ U.S.A, 
33, FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
| 
|__ Sebastian Helzert |___ Unknown ss = 
15. WAS DECEASED EVER IN U.S. eta FORCES? | 16. SOCIAL SECURITY } NO.) | 17. INFORMANT Address 
(Yes, no, or unkown) | (Ifyes give werordetes ofservice)| f 
No = _|_212-03~ 3721 Springfield Hospital Records FFP 
18, CAUSE OF DEATH [Enior only one cause per line for (e), (b), ond (c).} * eas EWEN 
AND DEATH 
PART I. DEATH WAS CAUSED BY: 
imMeDiate cause fe) Arterial occlusion plus shock ays 
iy er » ff DUETO 
Condilfons, ft on which w Arteriosclerotic cardiovascular disease | Years 
geve rise to immediete couse | 
(e), stating the underlying DUE TO 
cause lest, = > te) Be 
Z| _ PARTI, OTHER SIGNIFICANT, CONDITIONS CONTRIBUTING TO DEATH BUT NOT R Late Bo THE T AL PISEASE CONDITION GIVEN IN PART T[e)| 19. WAS AUTOPSY 
2 -S.with cerebral ar AEN wi mae ng phrase. PERFORMED? 
< | Yes []] No PX] 
© }20e. ACCIDENT WAS UNDERLYING [] | 20b. DESCRIBE HOW INJURY OCCURED. (Enter nelure of injury in Pert | or Pert Il of item 18.) 
& OP CONTRIBUTING [] CAUSE OF DEATH 
U | (IF EITHER, NOTIFY MEDICAL EXAMINER) | 
3 20c. TIME OF INJURY Month, Dey, Yeer | 20d. INJURY OCCURRED ‘OF INJURY (Home, fe 20f, (City or town) (County) (Stete) 
g Bisaie ste While __ Net While fectory, street, office bldg., etc.) | 
2 ofr. 19 ot work [_] at work 


t 
"1 certify that (I) (his hospital) attended the deceased from MAY... 22a... 19.0 to.sLAMWANY...0b51908,, that (1) (we) last 
saw the deceased alive on. Ae ee. a9. 2, and that death occured atLQ.2hOREm the causes and on the date stated above. 


"22e. SIGNATURE none a fai 22b. DATE 
Mf, hel OS mo. PHYS. []_oirecror [] PHys. PX] 1/22782 


pre SIPIAN'S | 22d. ADDRESS 


he f __| Springfield Hospitel, Sykesville ,Ma. 
~~ | 23d, LOCATION (City, town or county 


- $0" /, “CREMATION, oe “DATE * THEREOF ° ~ Sage OF CEMETERY “OR “CREMATORY ~*~ “Ba 1to 
1-25-62, Holy Redeemer Cem, |4430 Belair Rad. 
25b, REGISTRAR, NATURE 
Udit 8, Hine 


24 FUNERAL DIRECTOR'S. JATURE . Con 25a. REC’D BY REGISTRAR 
iba beter 98h, 85 CBHElyns St. a 


(St 


hd. 


pawAN 2 6 762 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


HGL49 CERTIFICATE OF DEATH 0457 


= 


ee = = = 
& 23 1, PLACE OF DEATH 2, USUAL RESIDENCE (Where deceased lived, If Institution: Residence before edmissig¢n) 
2s fas MUSIBE a. STATE b. COUNTY 
an Carroll MARYLAND Maryland 
=9 b. CITY OR TOWN {if outside corporate limits, c. LENGTHOF STAY IN Ib c. CITY OR TOWN (lf outside corporate limits, write RURAL end give neerest town) 
> e write RURAL end give nearest town) ahs days 
Be). |= Saree yrs ./2 mobs Baltimore #18 4 \/ a 
B® 14 d, NAME"GF HOSPITAL OR INSTITUTION [if not in hospital, give street eddress) od. STREET ADDRESS @. IS RESIDENCE 
By /o ON A FARM? 
— Springfield State Hospital 930 Montpelier St. ves [] NOX 
3. NAME OF “Middle ‘Last Bees “Month Oey Yeer r 
DECEASED 
(vege William HESS ‘s DEATH Jan. 21, 19 '62 


|9. AGE (Im years |IF UNDER 1 YEAR 
tant birthday) (eeemhs| Devs 


fF UNDER 24 HRS._ 


Hours Min. 


PS. SEX "| 6. COLOR OR RACE 8. DATE OF BIRTH 


7. MARRIED [_] NEVER MARRIEDEE] 


in any event, within 72 hours after death. 


male white wowed [] DIVORCED [_] 12-1 G9, 67 J 
1a. USUAL OCCUPATION (Give kind of work 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE {County & State, or foreign country) per CITIZEN OF WHAT COUNTRY? 
done during most of working life, even if retired) | 

Newspaper Salesman i iat an Maryland ’ U.S .Ae 
13. FATHER'S NAME ~ | 14, MOTHER'S MAIDEN NAME 

Fred Hess | Katherine Kraffa 
15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16, SOCIAL SECURITY NO.| 17, INFORMANT .—_— Address : 
(Yes, no, or unkown) | (Ifyes givewerordetes ofservice) _ 

Hiden = ___| Springfield Hospital Records; Sykesville, Md. 


INTERVAL BETWEEN 


18. CAUSE OF DEATH [Enter only one cause por line for (e), (b), and (c).] 
PART |. DEATH WAS CAUSED BY: 


> a4 MEDIATE CAUSE (o) __ Cerebral vascular accident. 


ONSET AND DEATH 


days 


|, cremation, or remova B 


NDING PHYSICIAN: The law requires that tha daath certificate be axecuted within 24 


‘CTOR: After this certificate has been signed by the attending physician and complately 


director, page 3 should be detached for use as the burial-transit parmit. Then please remove carbon papers. P: 


¢ 
s 
2 
ES 
£ 
3 3 DUE TO 
2 Conditions, if eny, which (b) 
re geve rise to immediete cause 
4 = (0), steting the underlying £ OUETO 
<< cause lest. (2 
2) a, Zz PART Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(s) | 19. “WAS AUTOPSY 
gq ° SS PERFORMED’ 
= Ee 
5 ___Involutional psychotic reaction. ves [] no XK] 
7 & {200. ACCIDENT WAS UNDERLYING 20b. DESCRIBE HOW INJURY OCCURED. (Enier neture of injury in Pert | or Port I of item 18.) 
& | OP CONTRIBUTING [] CAUSE OF DEATH 
= G | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
@ 2 ~ oe 
2 § | 20e. TIME OF INJURY Month, Day, Yeor | 20d. INJURY OCCURRED | 200, PLACE OF INJURY (Homo, farm, | 201, (City or town) (County) (State) 
3 8 Hest While Net While factory, street, office bldg., etc.) | 
2 =z Aa 19 ot work ["] et work 1 
a 
* 8 IL eeraity. hain (ihsuheepial)tal@ndedtine decsacedMraml LO) SOn ew ional: fol. /2 1 Gehan tor, ether iCljiGve) tea 
2 saw the deceased alive on. 1/21/62. , and that death Selec al2...2.M, from the causes and on it date stated above, 
A vs Ae clef TENDING MED. AFF aE Sonn 
A . a 
a £ thf i _m.p. | PHYS. [_sopmrector oO ais. g& 1/21/62 
Bosse | 236. PHYSIC = 22d. ADDRESS 
me bl ; Ray fre Agustin del Campo, M Sykesville, Maryland , 
G28 = 23e. _ BuIA: Ran: 23b. DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town or a iStete) 
REMOVAL [Speci 
eve = BURIAL | 1-24-62 | Baltimore Cemetery Bpit more: s 
VR AIS (4) 24 FUNERAL DIRECTOR'S SIGNATURE ADDRESS 25a, REC'D BY REGISTRAR |25b. REGISTRAR ‘7 SIGHATURE 
15m 7/61 Wm.Cook,Inc., 1217 St.Paul Street pare JAN 2 4 '62 Cath eas 


— 


and 2 should 


@: after 
by the funeral 


-within 72 hours after death, 


bon papers. Pag: 


ained by the hospital or attending physician, + 
ECTOR: After this certificate has been signed by the attending physician and completely 


ENDING PHYSICIAN: The law requires that the death certificate be executed within 


ret 


Ri 
ay 
rR) 


q 


director, page 3 should be detached for use as the burial-transit permit. Then please remove cai 
be filed with the State Dept. of Health prior to burial, cremation, or removal, and in any ey 


TO HOSPIT. 
death. Page 
TO FUNER. 


YR AIS (4) 
15M 7/61 


y 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


00443 CERTIFICATE OF DEATH AAS 


1. PLACE OF DEATH e 2. USUAL RESIDENCE (Whore deceesed lived, If Institution: Residence before edmission) 
eo ai e. STATE b. COUNTY 
Carroll “at ___ MARYLAND || _ “a = 
b. CITY OR TOWN [if outside corporate limils, ¢, LENGTH OF STAY IN Ib ¢. CITY OR TOWN {If oulside corporate limits, write RURAL end give neerest lown) 
write RURAL and give neerest town) +4 
Sykesville ______|7yrs. ays || /\ _ Westminster =a 
dé. NAME OF HOSPITAL OR INSTITUTION (if noi in hospitely give street eddress) d. STREET ADDRESS Is RESIDENCE 
. a ft YES NO 
+-wanSpringfield Stabe Hospital —_ Route #5 : Ne ba 
3. NAME OF First > Middle Lest 4. DATE Month Dey Year 
DECEASED i 3 OF 
ble eia Jessie Blanche Hollinger | 4™ January 26 1962 _ 
5. SEX 8. COLOR OR RACE/7. s,ARRIED [] NEVER MARRIED |] | 8- DATE OF BIRTH 9. AGE (In yeers {IF UNDER 1 YEAR| IF UNDER 24 HRS. 
O O last binhday) |"Months| Days | Hours | Min. 
Fenale | White __| wows] pvorcto [1] September 18, 1875 86 yn. | | | 


/10e. USUAL OCCUPATION (Give kind of work | 10b. KIND OF BUSINESS OR INDUSTRY | 1!. BIRTHPLACE (County & Stele, or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
done during most of working life, even if retired) 


Housework _ I - Maryland U.S.A, 


13. FATHER’S NAME “a 14. MOTHER'S MAIDEN NAME 


_ Alfred Barnes __ __—_s__|___gusan ?_ Ee Barnes 
1S. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY NO.| 17. INFORMANT Address 
{Yes, no, or unkown) | (Ifyes give werordates ofservice)| 

| 


— = Springfield Hospital Records 


‘| 18, CAUSE OF DEATH [Enter only one cause per line for (a), (b), end (c).) 
PART |, DEATH WAS CAUSED BY: 


INTERVAL BETWEEN 
ONSET AND DEATH 


- IMMEDIATE CAUSE (ce) Calcareous stenosis ard insufficiency of aortic | 10-20- years 
Pad a(} muET0 and mitral valve due to generalized arterisclerosis,. 
Conditions, if eny, which (bo) Dehydration , | ad 


(e}, stating the underlying DUE TO 
cause lest, 
[PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART He} 


geve rise to immediate cause | 


{c), — 


z 19. WAS AUTOPSY — 
2/C.B.S. associated with Disturbance of Metabolism, Growth or Nutrition | ,,, moe 
S| with senile brain disease with psychotic reaction. _ xl 

= [20e. ACCIDENT WAS UNDERLYING [] 20b. DESCRIBE HOW INJURY OCCURED. (Enter neture of injury in Pert | or Part Il of item 18.) 

& | OP CONTRIBUTING [] CAUSE OF DEATH 

G | UF EITHER, NOTIFY MEDICAL EXAMINER) | 

< 20c. TIME OF INJURY Month, Dey, Yeer | 20d, INJURY OCCURRED | 202. PLACE OF INJURY (Home, ferm, | 20f. (City or town) (County) (Stete) 

= olin ei While __ Not While feciory, street, office bldg., etc.) | 

2 won 19 et work [] ot work 1 


21. | certify that {I) (this hospital) attended the deceased from.............. M6., that (I) (we) last 
saw the deceased alive on...............-4 7! 6- 1962...., and that death date stated above. 
gre OS | ATTENDING MED. STAFF a SiONED 

mop. | PHYS. [_opiecror [} PHYs. fy} 1-26-62 


22cL-4HYSICIAWS ~ | 22d. ADDRESS 


ri | Springfield State Hospital, Sykesville, 
'23e. ~ CREMATION, | 236. DATE THEREOF 3c. NAME OF CEMETERY OR CREMATORY ~—~+| 23d. LOCATION (City, town or county) (Stete) 
REMOVAL (Specify) 
| Burial __|Jan, 28,1962 Stone Chapel Cemet larro ll Con, 
24 FUNERAL DIRECTOR'S SIGNATURE ADDRESS 25a, REC'D BY REGISTRAR 4 REGISTRAR’S SIGNATURE 
C. M. Waltz, Winfield, Maryland Ba QANs Own f Hina. 


Page 4 


@ 


Pages 1 and 2 s 


r 


jing physician ond campletely filled in by t 


Then please remave carban papers. 


The low requires that the death certificate be executed within 24 hours after de: 


PHYSICIAN: 
tal ar attending physician. 
After this certificate has been signed by the attendi 


page 3 should be detached far use as the burial-transit permit. 


the State Board af Health priar ta burial, crematian, ar remaval, and in any event, within 72 hours 


TO HOSPITAL OR AFTE 


< 
an 
im 
a 
c 


MARYLAND STATE DEPARTMENT OF HEALTH 


DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 


ADLG CERTIFICATE OF DEATH OH434 


1, PLAGE OF DEATH 2. USUAL RESIDENCE (Where deceated lived. If instittion: Residence before admission) 
Be 4 Ries. ia ps MARYLAND Lee 
b. CITY OR TOWN (If outside corporate limits, write | ¢. LENGTH OF STAY IN Ib ¢. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 
RURAL ond give nearest town} Be 
EVs LIND So R YEARS NEw Win p sof 
d. NAME OF HOSPITAL (If not in hospitol, give street oddress) d. STREET ADDRESS e. IS RESIDENCE 
OR INSTITUTION | ON A FARM? 
Me aa Sr CO Bye oS eS NO 
3. NAME OF First Middl lost 4. DATE Month Ye 
DECEASED as oe B Ba ph lon Day ‘aor 
(lype or print) NE LLIE M & Me How oO DEAT 19 
5. SEX COLOR OR RACE [7. MARRIED [f] NEVER MARRIED [7] |8. DATE OF BIRTH 9. AGE (In yeors [IF UNDER 1 YEAR] IF UNDER 24 HRS. 
é lost bythdoy) [Months| Days | Hours] Min. 
E MALE I+ {TE _|wivoweo divorced [] = yrs. 
100. USUAL OCCUPATION ( ind of work done] 10b. KIND OF BUSINESS OR INDUSTRY] 11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 


during most of working life, even if retired) 


fy KKEE PER T HOME 


13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 


5 AE TEM B Cha OL ean NO. vad ARS = TA. RE 


15. WAS DECEASED EVER IN U. §. ARMED FORCES? [16, SOCIAL 17, INFORMANT Address 


(es, 20, oF unknown) Page a Le 5 a mr Geld BY Miz Ww, Wine NWAYL4 /4o 


BS 


-EUNERAL DIRECTOR'S FI Sy TURE ADDRESS. 
Le LZ Fie New 


1B. CAUSE OF DEATH [Enter only one couse per line for (0), (b), ond (c),) INTERVAL BETWEEN. 

ONSET AND DEATH 
PART |. DEATH WAS CAUSED BY: 
t a IMMEDIATE CAUSE (0 
e = 
Conditions, if ony, 0 (b) a 4 
gove rise to peace 
couse (0), stoting the under. ( PVE TO 
lying couse lost (¢) 


al Part Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THETERMINAL DISEASE CONDITION GIVEN IN PART (o)|19. WAS AUTOPSY 
3 ves) Not] 
© [20a. ACCIDENT WAS UNDERLYING []__ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 18.) 
& | OR CONTRIBUTING [] CAUSE OF DEATH 
© |{IF EITHER, NOTIFY MEDICAL EXAMINER} 
& [20c. TIME OF INJURY Month, Doy, Yeor |20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 20f. (City or town) (County) (Stote) 
= eum vane While Netiwhile foctory, street, office bidg., etc.) | 
¢ ae, 19 Jot work [) of work [J ' 

211 certify thot (1) (this haspital) attended the deceased fram._-y44+_ fl. Doane 9b, tas abs a9 VW thot {I) (we) last 

saw the deceased alive an____.\ AdA-- 19,4. and that ddgth accurred Pe ae the causes and an the date stated abave. 

220. SIGNATURE Mb. a, eke 

ATTENDING MED. STAFF 
KM ’ M0. | PHYS. & Dikector L]__PHYS. {-[ S> ~64— 
2c. PHYSICIAN'S - i = 22d. ADDRESS 
NAME (Type) Ld e 
i = EGG, } Me Wt |e = 2 eae 

230, BURIAL, creerO 3b, DATE THEREOF "142. | se ‘OF CEMETERY OR CREMATORY 

REMOVAL (Specify 
ly E/f A Lee E/ 


25b, REGISTRAR'S SIGNATURE 


weve fee 


25a. FEoRN’ ree 


DATE 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


nOLs CERTIFICATE OF DEATH Wd gti 
7, PLACE OF DEATH 3 Of) "3, USUAL RESIDENCE (Where decoased lived, If Insiitulion: Residence before edmjdion) 
@. COUNTY b. COUNTY ial 


arroll MARYLAND s “Waryland Montgomery 


b. CITY OR TOWN (if outside corporate limits, | c, LENGTH OF STAY INT || c. CITY OR TOWN [if outside corporate limits, write RURAL end give neerest town) 
write RURAL end give neerest town) 


Henryton | 1,072 days Gaithersburg EX 
d. NAME OF HOSPITAL OR PINSTITUTION | (if not in =e give street eddress} d. STREET ADDRESS . IS RE! ENCE 
| ON A FARM? 
Henryton State Hospital ; Route #3, Box 334 ves [Xj No [] 
3. DHOeASEo First Middle Last 4. DATE Month Day Yeor 


. OF 
{Type or prin! Flerence Lucinda Johnson | BeaTH Jan. 16, 19 62 
“5. SEX 6. COLOR OR RACE! 7. aRRIED fal NEVER MARRIED [X] | & DATE OF BIRTH a AGE (In yeors [IF UNDER T YEAR| IF UNDER 24 HRS. 


Female Negre— wipoweo [] _bivorcep [] 5-5-1950 ges eal ee | E | a 


@ after 
yy the funeral 


and 2, 


2 


Then please remove carbon papers. Pag 


yrs, 


10a. USUAL OCCUPATION (Give ki Tob. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (County & Stete, or foraign country) | 12. CITIZEN OF WHAT COUNTRY? 
done during mos? of working life, even if retired) | 


None | Washington, D. C. U.S.A. 


'13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 


Richard Brogden Grace Johnson 


/15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY NO.| 17, INFORMANT Address 
{Yes, no, or unkown) | (Ifyesgivewerordetes of service)| 


| No Wid ~ LEB[W Florence L. Johnson - Patient 
8, GRWEE OF BERTH [Ener only ono couve per line for ei, (), and (2 i INTERVAL BETWEEN 
ONSET AND DEAT 
PARTI. DEATH WAS CAUSED BY: 
Fa A IMMEDIATE cause o) Hemorrhage 
= ] DUE TO 


Conditions, it eny, which ») Far advanced bilateral cavitary pulmonary tbe. 
geva rise to immediete couse 
{e}, steting the ui DUE TO 


couse lost. a 


the attending physician and completely 


jan. 


PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TOD DEATH BUT NOT "RELATED TO THE TERMINAL D DISEASE CONDITION GIVEN INF PART Hed] 9. WAS AuTOrsy 
ne PERFORMED: 


yes [] NO El 


| or attending phy: 
cate has been signed 


ld be detached for use as the burial-transit permit, 


1200. ACCIDENT WAS UNDERLYING [] | 20b. DESCRIBE HOW INJURY OCCURED. (Enter noture of injury in Part | or Part 1! of item 18.) 
OR CONTRIBUTING [1] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Dey, Yeer | 20d. INJURY OCCURRED "200. PLACE OF INJURY (Home, farm, | 20f. (City or town) ~ (County) ~ (State) 
er om. While __ No! Whila feciory, street, office bldg., etc.) | 
iat work [_] at work [_] | 


Ith prior to burial, cremation, or removal, and in any event, within 72 hours after deat! 


MEDICAL CERTIFICATION, 


Pom. 19 
> QO, that (I) (we) last 
saw the decease? Ali r _and that | death traced at M, from ‘the causes and on the date stated above. 


22s. SIGNATURE J 23, BATE 
ATTENDING MED. STAFF SIGNED 
PHYS, piREcTOR {_] PHYS. 
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/22¢. PHYSICIAN'S a. 
NAME (Type) 


page 3 shoul 
be filed with the State Dept. of Heal 


Ze. BURIAL, CREMATION, | 23b. “DATE THEREOF ~ [ae a NAME OF CEMETERY OR CREMATORY | 23d. LOCATION (City, town or county) -——~——*(Steta]) 
REMO city) 
‘Borie ee | _Mt. Pleasant., Norbeck, Md, . 


Pi AoaeeSs ae REC" ea REGISTRAR 25b, REGISTRARS SIGNATURE 


sorta 


as 


—T 


EATH 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 


Reg. Dist. No. 


O44] 


BINAA? CERTIFICATE OF D 


15. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY = INFORMANT 


(Yes, #0, or unknown) {It yes, give war or date of service) 
| 216~24-987 


Address 


Mrs. Elsie C. Jones, Same as # 2 


~ pe 
% 2 1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceosed lived. If institution: Residence befare odmission) 
so 8 2 COUNTY apRRTiEnO. b. COUNTY 
32 Carroll Maryland Carroll 
. b. CITY OR TOWN [If outside corporote limits, write | c, LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside corporate limits, write RURAL ond give nearest town) 
oS , RURAL and give neorest tawn) , 
: years ‘Westminster 
= x d. Me on ee (If nat in hospital, give street address) } d. STREET ADDRESS e. IS RESIDENCE 
= ON A FARM? 
s 68 "Halbh Street 68 Ralph Street ves] NOB 
6 . NAME OF First Middle lost 4. DATE Month Yeor 
zy I fetes) DAVID fowece DIVES DEATH VAM ART “e 1962, 
° 5. SEX 6. COLOR OR RACE | 7. MARRIEDJZ] NEVER MARRIED 8. DATE OF BIRTH 9. AGE (In years [IF UNDER 1 YEAR] IF UNDER 24 HRS. 
(~ mM 4 zl =) DEc 20 (S 7 Z birthday) [Months] Days | Hours] Mi 
WALTE- |wvowen Q pivorceo [] .ety yes. 
100. USUAL OCCUPATION (Give kind of wark done] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (State or foreign country) V2. CITIZEN OF WHAT COUNTRY? 
during most of working life, even if retired) 
Carpenter Maryland Ui ab A 
13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 


Thomas S. Jones Angeline Sellers 


1B, CAUSE OF DEATH [Enter only one couse pet line for (0), (b). and (c)-] 


PART |. DEATH WA : 
: IMMEDIATE CAUSE (ol CARCINOANA OF Gia 5p) 


INTERVAL BETWEEN 
ONSET AND DEATH 


6 MWTKS 


Then please remove carbon papers. 


a DUE TO 


Conditians, if ony, which ) 


gove rise to immediote 


b After this certificate hos been signed by the attending physicion ond completely filled in by « 


. ee The low requires thot the deoth certificote be executed within 24 haurs ofter d 


SIGNATURE. Wlbedun 4 Vent , M.D. 


cause (a), stating the under- ( DUE TO 
a lying cause last. ©) 
ao a Part Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(o)]19. WAS AUTOPSY 
y e 
= 3 yes] No 
2 © [20c. ACCIDENT WAS UNDERLYING []_ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | ar Port Ii of item 1B.) 
= & | OR CONTRIBUTING C] CAUSE OF DEATH 
3 & [MF EITHER, NOTIFY MEDICAL EXAMINER) 
r-) & [20c. TIME OF INJURY Manth, Day, Year ]20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 20F. (City or town) (County) (State) 
3 fay Hour 0. m. While Not while foctory, street, office bldg., etc.) | 
3 = p.m. 19 [ot work [] ot work [J t 
$ 21. | certify that |_attended the ee fram ___ SEPA LF., 1987, ta. 
es 
2 alive an________ v. OA”, pa orig I Md , and that death occurred ot. 92m, fram the causes and an the date stated abave. 


the registrar prior to burial, cremation, or removol, and in any event within 72 hours after death. 


poge 3 should be detached far use as the burial-transit permit. 


C. M. Waltz, Winfiteld, _Marvland 


pate JAN 5 


"62 Cathug £ Goat 


< 

nog 

O25 

a5 | PHYSICIAN'S. s 

Sex Nameives) William L. Stewart, M. D. 

a 

a 3 Zz No. renavasiet ‘2b. DATE THEREOF Zc. NAME OF CEMETERY OR CREMATORY Td. LOCATION (City, town, or caunty) (Stote) 
> specify . 

ata Buri 1-6-1962 Pipe Creek C. 

ee 23. ae DIRECTOR'S SIGNATURE ADDRESS 24a. REC'D BY REGISTRAR | 24b. REGISTRAR’S SIGNATURE 


—_ 


after 
the funeral 
id 2 shoul 
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please remove carbon papers. Pa: 


I, and in any event, within 72 hours after de; 
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director, page 3 should be detached for use as the burial-transit permit. Th 
be filed with the State Dept. of Health prior fo burial, cremation, or remo 


death. Page 4 


TO HOSPITAL 


PEt 
2] 
z 
Dp 
be 
O° 
A 


VR AIS (4) 
1SM 7/61 


aN 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


CERTIFICATE OF DEATH nid 42 


1. PLACE OF DEATH 


00445 
a. COUNTY 


Carroll 


7, USUAL RESIDENCE (Where decenred lived, If Inslilution: Residanca bofore edmi 
a. STATE b. COUNTY 


MARYLAND Maryland = 


b. CITY OR TOWN [if oulsida corporate limits, 
writa RURAL and give neerest town) 


Rural--Sykesville 


¢, LENGTH OF STAY IN 1b 


2ys 9m. 16d. 


¢. CITY OR TOWN (If outside corporata limits, writa RURAL and give neerest town) 


Baltimore _ 


d, NAME OF HOSPITAL OR INSTITUTION {if not In hospitel, give street address) 


Springfield State Hospital 


‘3. NAME OF First 
DECEASED 
Clara 


. 1S RESIDENCE 
ON A FARM? 


yes [] No PX} 


Year 


19 62 


d, STREET ADDRESS | 


4218 Lasalle Avenue 


Last Month 


Keene | DEATH 1 9 


“Middle 


Mary 


Day 


{Type or print) 
6. COLOR OR RACE 


5. SEX 
Female White 


7. MARRIED fxr] NEVER MARRIED [_] 
wipowep ["] 


IF UNDER 24 HRS. 
Min. 


B. DATEOFBIRTH [9. AGE (In years |IF UNDER YEAR 
lost "ad soni Deys | Hours 


6/28/87 ey 


oivorceD [_] 


done during most of working life, even if retired) 
Housewife | 
13. FATHER’SNAME . 


George Campbell 


We. USUAL OCCUPATION (Give kind of work | 10b, KIND OF BUSINESS OR INDUSTRY | TI. BIRTHPLACE (County & Stete, or foreign eountry] 


) 12, CITIZEN OF WHAT COUNTRY? 


| _ Maryland USA 


14. MOTHER'S MAIDEN NAME 


5. WAS DECEASED EVER IN U.S, ARMED FORCES? 
{Yes, no, or unkown) | (Ifyas give wer or datas ofsarvice) 


no urknown 


16. SOCIAL SECURITY NO. 


PART I, DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (a) if 


| , & LX DUE TO 
Co: toh, i eby, whi (b) 


“IB. CAUSE OF DEATH [Enter only ona cause “Baan for 


17, INFORMANT 


pringfield Hospital records ~ Sykesville, Md. 


| INTERVAL BETWEEN 


Gablainefowcee | “a AND iss 
| 


xBowers: Mary J Bauer 


Address 


7 (b), end | eh 


onic rain synd rome 
yehotic_reaction 


PART Il, OTHER SIGNIFICANT CONDITIONS ae TO DEATH BUT NOT RELATED TO THE TERMINAL | DISEASE CONDITION GIVEN IN PART 1a) 1. WAS AUTOPSY 


PERFORMED? 


th senile brain disease with No ff] 


YES 


Os. ACCIDENT WAS UNDERLYING oe 
OR CONTRIBUTING (] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20b, DESCRIBE HOW INJURY OCCURED. (Enter nelure of injury in Part f or Pert Il of itom 18.) 


20c. TIME OF INJURY Month, Dey, Yeor 
While 


19 ‘of work 


MEDICAL CERTIFICATION 


. | certify that 9 (this mve a 
2 


saw the deceased aly on... 


ec. PHYSICIAI 
NAME (Type) 


20d. INJURY OCCURRED 


20f. (City or town) (State) 


Prnnndh Of .n.1 19.82 that &) (we) last 


‘om the causes and on the dale stated above, 
22b. DATE 


1/9782 


200. PLACE OF INJURY (Home, farm, (County) 


Not Whila factory, street, office bldg., etc.) 


al work 


STAFF 


Oo DIRECTOR C7 pxys. &) 
~|22d. AvoRESS Springfield State Hospital 
_ Sykesville, .Maryland.. 


ATTENDING 
PHYS. 


2s, BURIAL. CREMATION, 236. ae THEREOF 
OVAL (S| ) 


24 FUNERAL DIRECTOR'S Sane ik 


Leonard $, Kuck (eel 


123d. LOCATION (City, town or county) (Stete) 


»Md. 
2Sb. REGISTRAR'S SIGNATURE 


_Crthan 8, Hnsnt 


25a. REC/D BY REGISTRAR 


pate_JAN 11°62 _ 


FOR STATE 


HEALTH DEPT. 


ae 


t within 7, rs after death. 
_ 


ical Examiner's Office along with form PM3. Page 5 may be retained for 
ion, or removal, and in any even! 


ificate, writing the word “pending” in Bencil in Item 18. Give Pages 1, 2; and 3 to the funeral a 


4 should be forwarded to the Chief Med 


please execute 
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‘or its designated agent, prior to burial, cremati 


TO DEPUTY 


MARYLAND STATE DEPARTMENT OF HEALTH 
Division of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


O24 GMEDICAL EXAMINER'S CERTIFICATE OF DEATH NH443 


1, PLACE OF DEATH P 2. USUAL RESIDENCE (Where dacaased lived, Hf institutlon: Rasidence bafora admission} 


PERCROE ea, “YAR VLAWD b. COUNTY CAR Bo ed 


b. CITY OR TOWN (If oulsida corporeta limits, | ¢. LENGTH OF STAY IN 1b €. CITY OR TOWN [If outside corporate limits, write RURAL and giva nesrest town) 
‘write RURAL and giva nearest town) 


| WESTAIUNS TE ER ULES KX TANEXTOWN __— oR 
| “d. NAME OF HOSPITAL OR INSTITUTION {it not in hospital, give street address) d. STREET ADDRESS e Se 
bor Chole Lo. GENERAL HSPTAL\| PT UNION riage WoL] 


3. NAME OF “First ~_ Middia rm DATE ~ Month Bay Yaar 
DECEASED 


(Type or print) Vebas Ketz. yee tL DEATH SAVY fe 96h 


PS. SEX "6. COLOR OR RACE ten? abe MARRIED [_] B DATE OF BIRTH 19. AGE (In years (IF UNDER 1 YEAR| IF UNDER 24 HRS. 


ie Ww WIDOWED pivorcéD [_] Ly A¢- 187 @ ge Boe ales 


10a. USUAL OCCUPATION (Give kind of work ; TOb. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stata or foreign country) 12, CITIZEN OF WHAT COUNTRY? 


SEWER. "| OWN Home Yikes. — | hg 


13. 'HER'S NAME 14, MOTHER'S MAIDEN NAME 


JOHN ResEW BAUM LEWORA WHEELER a 


1S. WAS DECEASED EVER IN ARMED FORCES? | 16. SOCIAL SECURITY NO.| 17. INFORMANT Address * ia : hi 
(Yas, no, or unkown) | (Ifyasgivewarordatasofservica) 


No NONE. BENNIE KING TANEYTOWN Mb BURR LR. 


18. CAUSE OF DEATH [Enter only o1 ona cause par lina for (a), (b), and (c).] ~ | INTERVAL BETWEEN 
ONSET AND DEATH __ 
PART |. DEATH WAS CAUSED BY: few 
IMMEDIATE CAUSE (2) gy Sai Mien i | Pteecce by 


a3 ite a: [ie Cee D. Aevtacs & hug prleus<e Pies 


gave rite to immadieta cause 

(0), stating’ the underlying (7 OVE TO 

cause lesl, (6) 

PART It. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION ¢ GIVEN IN PART 1 ta) 19. WAS AUTOPSY 
— $$ PERFORMED? 


202. EXTERNAL CAUSE WAS "| 20b. DESCRIBE HOW INJURY OCCURED. (Enter nature of Injury in Part | or Part Il of item 18.) 
PRIMARY [] or CONTRIBUTING [1 
CAUSE OF DEATH. 


20¢. TIME OF INJURY Month, Day, Yeer | 20d. INJURY OCCURRED | 20s. PLACE OF INJURY (Home, farm, 
Hote Male While __ Not While factory, street, offica bldg., atc.) | 
9 at work at work | 


20f. (City or town) (County) (State) 


MEDICAL CERTIFICATION, 


21. I certify that | took charge of the remains described above, held an Autopsy ler Inspection Inquiry and in my opini 
death resulteddgom: — Natural causes ht Accident je Suicide La Homicide teal? Undetermined manner fa 


it CHIEF MEDICAL EXAMINER [_] 
ACTUAL eee wa yi } eh) mp, ASSISTANT MEDICAL EXAMINER [] DATE SIG! 


DEPUTY MEDICAL EXAMINER ["] ; t/+é6 6 


3 4 }} Addrass (Streat, elty, town, or county) _ " a) 
GREMATION,| 22b. DATE THEREOF 2 MEO Y 22d, LOCATION (Cily, town, or country) — {Stete) 


Wj9/ea. | LUTE Aan YUN ON TOWN S1b 


ADDRESS 24a. REC'D BY REGISTRAR | 24b, REGISTRAR’S SIGNATURE 


pate JAN 2 2 '62 ttun £ Hinson 
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TO HOSPITAL OR 4 m | PHYSICIAN 


i 


rector, 


ar di 
be filed with 


te hos been signed by the ottending physician and campletely filled in by 


page 3 should be detached far use as the burial-transit permit. 


ages 1 and 2 


Then please remove carbon papers. 
|, ond in ony event, within 72 hour: 


ith. 


rd 


|, cremation, or remaval 


the State Board of Health priar to burii 


90 


MARYLAND STATE DEPARTMENT OF HEALTH 


DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 


PD0L47 CERTIFICATE OF DEATH hid4q 


1, PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before admission) 
o. COUNTY RCA o. STATE b. COUNTY 


re O 
b. CITY OR TOWN (If outside corporote limits, write | ¢. LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 
RURAL ond give neorest town) 
WOOO ne 


d. NAME OF HOSPITAL (If not in hospitol, give street oddress) d. STREET ADDRESS e. 1S RESIDENCE 
OR INSTITUTION ON A FARM? 


Weitzel Nursing Home 3414 Round Hill Road 


3. NAME OF First Middle Lost 4. DATE Month 
DECEASED 


(Type or print) MARGARET KNOP DEATH January 


. SEX 6. COLOR OR RACE |7. MARRIED [7] NEVER MARRIED [] | 8. DATE OF BIRTH %. Rect 


White WIDOWED Ba Divorced Jan 19, 1872 89 yrs. 


Ta. USUAL OCCUPATION {Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
during most of working life, even if eetired) ss 


Housewife Germany . 
13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 


Brehm 2 2 


1S. WAS DECEASED EVER IN U. S. ARMED FORCES? |16, SOCIAL SECURITY NO. |17. INFORMANT Address 


(Yes, n0, of unknown) (Mt yes, give wor of dotes of tervica} 
: | Mr. Carl A. Knop, Same as # 2 


18, CAUSE OF DEATH [Enter only one couse per line for (0), (6). ond (cl) yy 4a INTERVAL BETWEEN 7 
PART I. DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE LS ie leek. ape +} a ie verrthe a 


oe ony which hot Se Landaa Gr UF. Oe 


gove rise to immediote 
couse (0), stoting the under- ( PUETO  ,, /) 


tying couse lost. et OLA ted: & Bigene Di ateie 


Past Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT R§{ATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a)/19. am Bice 


ves] NO) 


200, ACCIDENT WAS UNDERLYING [] 20b. DESCRIBE HOW INJURY OCCURRED. {Enter noture of injury in Port | or Port II of item 1B.) 
OR CONTRIBUTING [J CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Doy, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, { 20f. (City or town) (County) (Stote) 
Hour 0, m. While Not while foctory, street, office bldg., etc.) | 
p.m, 19 lot work [7] ot work 


MEDICAL CERTIFICATION 


21.1 certify that (I} (this hospital), attended the deceased fram._____- —- 19....-, that (I) (we) last 


saw the deceased alive an_// vies 902 ond that death accurred ot Litt, fram the causes and an the date stated abave 
To. SIGNATURE) a ws 7 KNED 
/ A ee MED. STAFF 
A Layard. © (4 de M.D, | PHYS. DIRECTOR PHys. 1) 


2c. ee gas a ADDRESS. 
( S ms 
“Howard E. Hall, M. D. Sh 


230. BURIAL, CREMATION, | 23b, DATE THEREOF Be, NAME OF CEMETERY Aaa 
REMOVAL (Specify) 


B 1=19=1962 


2, FUNERAL DIRECTOR'S SIGNATURE ADDRESS. 2S0. REC'D BY REGISTRAR 2Sb. REGISTRAR'S SIGNATURE 


\ Ce M. Wa Maryland pare YAN 7 9 62 


after 
the funeral 


id 


© 


C z Then please remove carbon papers. Pag 
be filed with the State Dept. of Health prior to burial, cremation, or removal, and in any evea® within 72 hours after deat 


TOR: After this certificate has been signed by the attending physician and completely fille 
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be retained by the hospital or attending physician. 


NERAL 


‘tor, page 3 should be detached for use as the burial-transit permit. 


irect 


TO HOSPITAL 
gs death. Page 4 
@ » TO FU 
ae di 
be! 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


NDL4S CERTIFICATE OF DEATH NU4Ags 


1 


a. COUNTY Y b, COUNTY 
fi tO" MARYLAND f A 4S 
. i it |}e. Yo OF STAY IN Ib | a ii i limits, idee] fown) 
J q - 


. NAME OF 


FB: 


in d. STREET ADDKESS i e. 15 RESIDENCE 


y a not In hospital, give ee. ON A FARM? 
yes [] wo KY 
DECEASED ga pt a OF he we 
mes VAM ES _ LELSTER |. ZY bee 
7. MARRIED [ALN 


ae DATE OF BIRTH 9. Arg (In years |IF UNDER T YEAR) IF UNDER 24 HRS. 


PLACE OF DEATH | 2. USUAL RESIDENCE (Where deceased lived, If Institution: Residence before admission) 


10s, USUAL OCCUPATION (Give kind of work | 10b. OF BUSINESS OR IND 


es 6 ava RACE EVER MARRIED | |? eer a weak) ee 
Months| Days jours. | Min. 
WIDOWED [_] DivoRcED [“] fara s= / BS = yrs. | | | 


Hi. BIRTHPLACE (County & State, or foreign country) | 12. CITIZEN OF WHAT COUNTRY? 


done during f fe, efen it rotirad) | 


13, wa NAME 


MEDICAL CERTIFICATION 


15. WAS DECEASED Thy U.S. ARMED FORCES? 
(Yes, no, or unkown iv p eae 


18. CAUSE OF DEATH [Enter only ona cause per Tine tor (a), (b), and (c).] 


Ssalateanl <3: OW ALY Be gree ele THAW la Cae 


Ly 
ee 5 2. Q, P| aes © ofa . hire Ss wo “LZ 
dae sss Digneears oa ey a Are Add oe 
{a}, stating the wu DUE TO ot | 
cause last, —- a (e) 


PART I, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED. TO THE TERMINAL DISEASE “CONDITION GIVEN IN PART f(a) | 19. RSE ? 
—— at. 7. oe PERFO! iD 


vs Tne (3 


20a, ACCIDENT WAS UNDERLYING [] | 20b. DESCRIBE HOW INJURY OCCURED. (Enter nature of injury in Part | or Pert If of item 18.) 
OR CONTRIBUTING [] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20, TIME OF INJURY Month, Day, Year |) 20d, INJURY OCCURRED | 20. PLACE OF INJURY (Home, farm, ; 20f. [City or town) (County) 
Hour a.m. While __ Not While factory, street, office bldg., etc.) 
19 at work [_] at work 


21 ane that {I) (this boseiepe hanes the ed from...., 
oa ie 


saw the deceased alive on, and that death tied G 


22b. DATE 


ATTENDING STAFF S|GNE 
PHYS. “1 tern (7 pays. ae og 2 coat 


Z \ ’ M.D. 
"NAME. (Type) Mee Porterfield = “eS 


23a, BURIAL, CREMATJON, | 23b. DATE THER! OF. * lAM| El 23d, LOCATION Tae wn gr county) 
i Bee oma 7k 


RECTOR’: IGA TURE 2Se. REC’D BY REGISTRAR | 2Sb. REGISTRAR'S SIGNATURE 
or owe JAN 20°62 | Clithn Kuh 


= 


\ 


O0449 


DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, manta 


MARYLAND STATE DEPARTMENT OF HEALTH 


46 


CERTIFICATE OF DEATH nud 


5 Pz 
£ S58 == = ees 
a 2 3 1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived, If Institution: Residence before edmission) 
we EG @. COUNTY a. STATE b. COUNTY mM 
(eine Carroll ___ MARYLAND || Maryland = 
es b. CITY OR TOWN [if outside corporate limits, cc. LENGTH OF STAY IN 1b c. CITY OR TOWN (If outside corporate limits, write RURAL end give neerest By, 
i write RURAL ond give nearest town) 3 days rs 
e s ee Maryland 1/2 ee ii os ‘ “fF 
% ~~ d, NAME OF HOSPITAL = INSTITUTION [if not in hospital, give street eddress) | - d. STREET A tam > City. MI e itt IDENCE 
A 
5 
i . aopeinefiela State Hospital 4s || 2021 N. Fulton Avenue ves [] No] 
a 3. N. pie utes Fiest Middle Lest 4. bare Month Dey Year 
~ 
£ Fee aster _< art ee A. LETTZ Bixre —Jammary 27, _ 1962 
= 5. SEX |6 COLOR OR RACE/7, mapnieo [-] NEVER MARRIEO [X} | 8. DATE OF BIRTH J. AGE (In years /IFUNDER 1 YEAR IF UNDER 24 HRS. 
@ ae Bseishyay) Pet Deys | Hours | Min. 
male white WIDOWED [_] pivorceo [_} f= 63_ ya. | 


Ta. USUAL OCCUPATION (Give kind of work 


done pista most of working life, even if retired) 


~ Never Worked 
FATHER’S NAME 


Charles Leitz 


P13. FAT 


en please remove carbon papers. Pages 


cremation, or mo any even 


attending physician and completely fi 


| 15. WAS DECEASED EVER IN U.S, ARMED FORG! m 


0b. KIND OF BUSINESS OR INDUSTRY | 11. ~/ 12. CITIZEN OF WHAT COUNTRY? 


U.SAe 


BIRTHPLACE (County & Stele, or foreign country) 


Ma 


and - 
. MOTHER'S MAIDEN NAME 


Caroline Beek 


INFORMANT 


| 16, SOCIAL SI Address. 


VR AIS (4) 24 is aed DIRECTOR'S SIGNATURE 


: Sy 


x 
na 
¢ 
£ 
ES 
vo 
ty 
2 
3 
3 
x 
& 
2 
a 
i 
& 
= 
8 
“ 
7 
s 
~~ 
2 
é Ps {Yos, no, or unkown) | (Ifyas give weror detes of service) 
i * a ee! it | spri: ngfield State Hosp. Records . =. 
= $58 18. CAUSE OF DEATH [Enter only one cause per line for (e), (b), and (e).) INTERVAL BETWEEN 
#8 = 5 PART I. DEATH WAS CAUSED BY: ONES CHD eau 
5 v JATE CAUSE (e) Ss — 
gees ¢ *—Congestive Heart Failure Sudden 
= eee < DUE TO 
oF o =v ol 
Bees he Teny, which Myocardial Infarction Days _ 
ees Geve cise to immedieie ceuse 
= g yee (¢), steting the underlying DUETO 
pce SELL o__ Coronary Arteriosclerosis And Thrombosis .___| Years 
me 4g os es iS PART 1 OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Te) 19. pr ea 
= voor zZ We week 
Vat Ly se a 
weese VIS Mental Deficiency, Idiopathick Severes_ = Yeu SS 
eo Ve & = 4E 20a. ACCIDENT WAS UNDERLYING [] 20b. DESCRIBE HOW INJURY OCCURED. (Enter neture of injury in Pert lor Pert fi of item | 18 ) 
Qu Sic @& | OR CONTRIBUTING [] CAUSE OF DEATH 
as © | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
Dasee < 20e. TIME OF INJURY Month, Dey, Yeer | 20d. INJURY OCCURRED | 20s. PLACE OF INJURY (Ho + 201. (City or town) ‘[County) (State) 
as<ss 5 Hour e.m, While Not While __ | fectory, street, office bldg. \ 
Be gee | ha s ot work [] at work [_] | \ 
2088 
£932 
eye 2 : 
ae as eres de ( | iG STAFF ‘eo PAR 
oe hy ATTENDIN' 
3 eo "2 LA: fy wy 6 AA, Vd Hi, m.o. | PHYS. OIRECTOR 7 Pays. 1 [27/1 — 
H & Ae 27c. PHYSIGPAN’ . 22d. ADDRESS 
NAME/ (Type q 4 
aces Agustin del Campo, M.D. __ Sykesville, Maryland 
82528 eee m5 oe ____ ay See Eel & et S 
= ge "23a. BURIAL,” CREMATION, | 23b. DATE THEREOF | 23e. NAME OF CEMETERY OR CREMATORY 23d, LOCATION (City, town or county) (State) 
3 REMOVAL (Specify) 
2o08 = 
See | Burial _ 130-62 __Loudon Park Cemetery___| Baltimore, Maryland 


ADDRESS: 


LOG 2 Dt 


25a, REC'D BY REGISTRAR 


DATE JAN 31 sb2.| 


25b. REGISTRAR'S SIGNATURE 


wh he Mase 


No jsttobe 


—_ 
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DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


cage RTIFI CATE OF v7 i Wag 7 
Se usu! DENCE Ges Tived, W institution: Residence before anion) 


15. WAS DECEASED EVER IN 
{¥es, no, or unkown) 


No 


5. ARMED FORCES? 
{Ifyes give warordatesofservice) 


5 ea 
= 33 1, PLACE OF DEATH 
wo 2 salad a. STATE b. COUNTY : 
an Carroll meee Maryland __Frederick 
mts, | 3 b. CITY OR TOWN (if outside corporate limits, | ¢, LENGTH OF STAY IN Ib . CITY OR Tt 'N {If outside corporete limits, writs RURAL and il nearest town) 
25S write RURAL and give nearest town) 7 
2 | ekoatilie | lmonth18dys ‘ Tk i, an 
ay LJ d, NAME OF HOSPITAL OR INSTITUTION (if not in hospital, give street address) d, STREET ADDRESS e. a 
eee 
3 Springfield State Hospital 25 A Street _ yes [] No 
=a ME OF “fist Middle Tast “4. DATE Month Day Year > 
iad geet OF 
'ype or print DEATH 19 
£ ___Rert, Eversale __ a January 62 
= 5. SEX 6. COLOR OR RACE) 7. MARRIED [] NEVER MARRIED [_] | 8 DATE OF BIRTH B71 |% ASEM yess [IRUNDER I VEAR TF UNDER 24 HRS. 
: 7 last birthday) | Months] Days | Hours | Min. 
4 Female White wiowt KR] ovorcio[]| Ogtober 22,/1872/ 90 = | 
2 Ws. USUAL OCCUPATION (Give kind of work 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (ame. & State, or or foreign country) 12, CITIZEN OF WHAT COUNTRY? 
Fy done during most of working lifa, even if retired) 
= Seamstress - West Virginia PASE 
4 13. FATHER’S NAME | 14. MOTHER'S MAIDEN NAME 
2 I Jacob Eversale TEmple Musters 


16. SOCIAL SECURITY NO.| 17. INFORMANT Address 


Springfield Hospital Records 


1s. CAUSE OF DEATH | [Enter only one ci 


PART |, DEATH WAS CAUSED BY; 
IMMEDIATE CAUSE (a) __ 


f 
j- 9) ©) puto 
Conditions, if eny) which * (b) 
g2ve risa to immediate cause 
DUE TO 


The law requires that the death certificate be executed within 24| 


{a), stating the underlying 


cause last, (o) 


‘ase pet line for (e), (bl, and (e 


5) 
Arteriosclerotic héart disease, 


INTERVAL BETWEEN 
ONSET AND DEATH 


Years 


Paget's Disease Years 


| 


PART Il, OTHER SIGNIFICANT CONDITIONS “CONTRIBUTING ic) DEATH BUT NOT RELATED TO THE 7 TERMINAL [DISEASE CONDITION GIVEN IN PART Me)! 19. WAS AuToPsyY 


PERFORMED? 


MEDICAL CERTIFICATION 


21. FE certify that (I) (this hospita 
saw the deceased alive on.. 


ECTOR: After this certificate has been signed by the attending physician and completely fil 


y be retained by the hospital or attending physician. 


R | PHYSICIAN: 


C.B.S. associated with senile brain disease, without qualifying phrase. ves |] NO [xg 
'20e. ACCIDENT WAS UNDERLYING [] | 20b. DESCRIBE HOW INJURY OCCURED. (Enter nature of injury in Part or Part Il of item 1B.) 
OR CONTRIBUTING [] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 
20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 200. PLACE OF INJURY (Home, farm, | 20f. (City or town) {County} (Site) 
Set A While __Not While factory, street, office bldg., etc.) | 
im, 19 ot work [ ] at work H 


1) attended the deceased from.. Ll=24-7 19. 61 10. 12% 19.62 that (1) (we) last 
LxaLae....19.6 62. .. and that death occured at. 2 BM, from the causes and on the dale stated above, 


director, page 3 should be detached for use as the burial-transit permit. Then please remove carbon papers. P: 


be filed with the State Dept. of Health prior to burial, cremation, or removal, 


r) 22a. SIGNATURE . , Wien Sawa 22b. a 
ef 24 mo. | PHYS. DIRECTOR 1D Pays. 1-13-62 
Be : 22d, ADDRESS % 
ae yates del Campo. 7 5 | Springfield State Hospital, _ Sykesville, Md. 
SB 3a. BURIAL, CREMATION, | 23b. DATE jay 23, [AME 4 LY ‘OR CREMATORY 234. LOCATION (City, town or county} (5 
rise! — salt ap a . 
ee aig pan AW ee 
VR AIS (4) 24 ws ee 'S SIGNATURE ae p Sa. REC'D BY REGISTRAR | 25b. REGISFAAR'S SIGNATURE 
1SM 7/61 "Sale 5 De ae ae eA DATE =. 8 62 
— (ely ee) OE eee 
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CERTIFICATE OF DEATH NU44S 
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5 $2 AOL54 
$ $3 1. PLACE OF DEATH ~~ ~ ~, 2. USUAL RESIDENCE (Whera daceased lived, If Institution: Residence before ew 
36 a, COUNTY o. STATE b. COUNTY 
eve Carroll > MARYLAND || _ Maryland Allegany 2a 
pee | b. CITY OR TOWN [if outside corporate limits, ¢. LENGTH OF STAYIN Ib || c. CITY OR TOWN re ‘outside corporate limits, write RURAL and give nearest lown) 
z Lig) write RURAL and give neeres! town) 
- We Rural--Sykesville ys 4m. hd. || Cumberland _ Lae 
= » a0 IS d, NAME OF HOSPITAL OR INSTITUTION (if pot in hospitel, give street eddress) d. STREET ADDRESS e. 1S Jag 
= ef | ON A FAI 
a ays Springfield State Hospital | Leiper Street _ ves {_] No fk] 
s 3 Ba B NAME OF | First Middle Gast | 4. DATE Month Dey Year 
3 ae 
a 8 4 P 
: a |_lTypeor pro Carrie fe. May Lewis | SEATH a 2 he. 3S. pee 
8 23H 3. SEX 6, COLOR OR RACE|7, mARRIED [-] NEVER MARRIED [] | 8 DATE OF BIRTH 19. fer Ace Te puiee gus a esd 
ey Months ays jours | in. 
2 882 Female | white wipoweD [RK] bivorceD [] May ? 1902 yn. 
§ #8$$ 10s, USUAL OCCUPATION (Give kind of work | 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (County & Stele, or foreign country) | 12. CITIZEN OF WHAT COUNTRY? 
| 
= 3 g cf done during most of working life, even if retired) | 
§ 22% Housewife ah ts West Virginia _USA £ 
x Er i] ec 13. FATHER’S NAME 14, MOTHER'S MAIDEN NAME 
= a 
6 £o 
S$ sae Paul A. Mullan | Grad 
€ a iano = —— — = ~ » _ 
8 2 $ = Wee WAS SRSeR RCS IN U.S. a oma! ) 16, SOCIAL SECURITY NO.| 17. INFORMANT Address 
= Crd > es, no, or unkown) yes give weror dates of service _ A 
= 3" g st See —___ |216=22-659 [Springfield Hospital records - Sykesville, Md. 
= § SE e 18. CAUSE OF DEATH [Enter only one cause por line for (e), (b), ond (e).) INTERVAL BETWEEN 
Sess PART |. DEATH WAS CAUSED BY: Be Uns al 
BSR a iS IMMEDIATE CAUSE fe) S@psis due to inflammatory parotitis Days 
foes 52 ae DUETO 
oe ea | 
zs §= 5 Conditions, if eny, witch Cardiac failure. aS 
2 & 3 —_ 9 geve rise to immedieie cause DUETO 
es gad (a), stating the underlying | 
pao 5 cause last, — | 2 
a g=a b = ART Il. OTHER SIGNIFICANT ee DIT iS TIONS CONTRIBUTING JO DEATH BUT NOT RELATED TO THE [ERMINAL DISEASE CONDITION GIVEN IN PART 1e)| 19. WAS AUTOPSY 
Bae #2 9 associate iseases own or uncer jaan cause, Huntington's PERFORMED? 
Sow : YES NO 
asegs $|Chorea, with eye rchotic reaction, __ © 
poo eo E 2Da. ACCIDENT WAS UNDERLYING [] 2Db. DESCRIBE HOW INJURY OCCURED. (Enter “nature of i injury in Part | of Part Il of item 1B. ) 
evs. & | OR CONTRIBUTING [] CAUSE OF DEATH | 
ast s& 3 = & J (IF EITHER, NOTIFY MEDICAL EXAMINER) 
> a ai Se pte =_—— 
Qager | 0c. TIME OF INJURY Month, Dey, Yeer | 2Dd. INJURY OCCURRED | 2De. PLACE OF INJURY Heme, form, | 20%. (City or town) (County) (Sete) 
Sus ne 5 licur’ anal While __ Not Whil | fectory, street, office bldg., etc.) 
Be Pe a 2 i tet 9 tisearks [estore ark: | t 
eo e088 2. 1 certify that R) (this hospital) eg the deceased from.......0/ & eR g % nih LR bd 2, that QJ (we) last 
zu 
e803 2 saw the deceased alive on....... fy 1902. A and ifat En ih Scart eae 2m, Be the causes and on the date stated above. 
oP” Sg 22a, SIGNAD RE aa i) -—  keb.apare 
m2 ms MED. if oq nee Bg SIGNED 
4 = U ac b. | PHYS. DIRECTO! YS 
om Oc " : ‘ 7] Bre Set ie - 
Hea as ie. PHYSICIAN'S Nach B = 7a. ADDRESS Springfield State Hospital 
e U: 6a 
r ES i oe ae ie ltd : _..... Sykesville, Maryland... .u.. 
ms aS A EA f ERY OR CHNTON IOCATION 1 {City, town or count (Stete) 
o = \ 
ovoxs Pp cee eo da. 
a & x wae SE Z =< 1 = = . N. 
VR AIS (4 ‘Yeon DIRECTOR'S be ADDRESS 2Se, REC'D BY REGISTRAR | 25b, REGISTRAR’S SIGNATURE 
1SM 7/61 Cotint aye 


are JAN 1 2 "62 


=A 
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5 E23 
3 23 1, PLACE OF DEATH po ~~) 2, USUAL RESIDENCE (Where deceesed lived, Hf institulion: Residence before admission) / 
ogee a. COUNTY Carroll a. STATE Maryland b. COUNTY 4 
On MARYLAND ae 
ps b. CITY OR TOWN [if outside corporate limits, ) «. LENGTH OF STAYIN Ib || c. CITY OR TOWN if outside corporate limits, write RURAL ond give nearest town) 
6 write RURAL and give nearest town) 
Ss Rural--Sykesville 5 mo. 12 day: Baltimore 2Vvo1i-$ 
rn d. NAME OF HOSPITAL OR INSTITUTION [if not in hospital, give strect eddress) d. STREET ADDRESS ‘@. 1S RESIDENCE | 


ON A FARM? 


Springfield State Hospital | 1725 E, 29th St. 


vs 


MED. s 
© | PHYS. [_ooiector [} pxvs. 


oe) 


: 2 

& % 

= “ 

3 rae 3 

zp age : : fe 6 aL EK . : 

2 = a 3. NAME OF First Middle Last 4, DATE Menth Day 

3 RN DECEASED | | oF 

ti See Agnes - Logue | _ EAT i 9 1962 

Ps <3 5. SEX 6. COLOR OR RACE(7, maRrieD [_] NEVER MARRIED [] | & DATE OF BIRTH . (Soune aA) fia AUS 
cs ny lonths ys jours ‘in. 

2 ° $ 2 Female White WIDOWED bivorceD [] 5/22/85 yn. | 

C8 Sas 10a. USUAL OCCUPATION (Give kind of work | 10b. KIND OF BUSINESS OR INDUSTRY | Il. BIRTHPLACE (County & Stete, or foreign country) | 12. CITIZEN OF WHAT COUNTRY? 

iE (o.818 done during most of working life, even if retired) | 

B Ese Housewife | | Ireland USA 

aes 13. FATHER’S NAME r¥ 14. MOTHER'S oS rag i 

= , aa \ A, 

$ 522 John McEvoy | ORRIK Mary 
c eee a = nas = ieee aS - — a 

© 2 $ = 1S. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY NO.| 17. INFORMANT Address 

eet a (Yes, no, or unkown) | (Ifyesgiveweror dates of service) " : . 7 

B2.2 no a A wt unknown Springfield Hospital records - Sykesville, Md, 

Ri > Ee ‘1B. CAUSE OF DEATH [Enter only one cause per line lor (s), (b), end (c).] ipsa tay! a al 

Sofas. AND DEAT 

se 5 PART |. DEATH WAS CAUSED BY: * 

FS Beas IMMEDIATE CAUSE a) __- Bronchepneumonia i _week  __ 
@ 4 

fangs A i DUE TO 

32588 

BES F§ Conditions, il eny#whtch (b) — 

2g 3 26 geve rise to immediate cause Hin 

Lae ae 
FEusg (a), stating the underlying 

am = —_—_————— 

Ee a cause last. (c) 

Soe8 | —— — — ————— = = = = 
a 3 ace, Zz pee: Me i Bley Ve cone oNS CONTRIBUTING TO DEATH ar NOT MA TO Be eA, DISEASE Geers a Tie)| 19. WAS AUTOPSY 
Oe 8 onic brain synecrome 1 cer arteriosclerosis Wl psycnotic 
Ose ot te with cerebra. iy 

= ios : YES NO 
ase8s 3 SAE st Ue oe ae i eo 
aS CE a = 20e. ACCIDENT WAS UNDERLYING [] | 20b. DESCRIBE HOW INJURY OCCURED. (Enter neture ol injury in Pert | or Part Il of item 1B.) 

Qu 2a JOR CONTRIBUTING [] CAUSE OF DEATH 
ee © | UF EITHER, NOTIFY MEDICAL EXAMINER) 

> - z — = — —_ 
g2is z z 20c. TIME OF INJURY Month, Day, Yeer 20d. INJURY OCCURRED } 2 CE OF INJURY (Home, farm, { 201. (City or town) (County) (Stete) 

Beas g ech Beat While __ Not While lectory, street, office bldg., ete.) | 
8 Ege te EI es i9 et work {-] at work [7] | 1 

rd 208s Tin inde Rett ynihaiue (iis InGeplinljaanigndedi the deceeseditro , that QF (we) last 
foyD 9 

2a 38 saw the deceased alive on.... it 1982. and the occured at.‘ om the causes and on the date stated above. 

Fe) > r i 22b. DATE 
on ‘ATTENDING TAFF SIGNED 

bn 

Bb s= 

— az 

a > 

“ 

62588 

mee Se 

ovous 

= 


$2 ae Rot 2a, 00K Springfield State Hospital 
ie " Naci N. Sykesville, Maryland 

2 —— a = = —e = a eee LS te , 2S E ees = = = 
2B a eam | DATE THEREOF ai NAME OF Total ¢ RY "| 23d. LOCATION (City, “rn ~ {(Stete) 
se i 1-13-62 New (athe Cen ie one, Mid. 

H ) | Ouwat | pes a 7 ike \ bo 
YR AIS (4) a 24 FUNERAL DIRECTOR'S aa? ADDRESS, | 25e. REC'D BY REGISTRAR | 25b. REGISTRAR’S SIGNATURE 

m7 WT Leonard J. Ruck 5305 Harford Kd. _ loateJAN 11.62 | attr £. Pina 
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ai 
__ 0453 bidainche at OF DEATH ou 


mee 


's after 
ould 


by the funeral 
an 


1, PLACE OF DEATH 7, USUAL RESIDENCE (Where decoosed lived, If insitution, Residence before edmitsi wy 
oe SEL NM a. STATE. b. COUNTY 
Carroll MARYLAND _ Maryland 


b. CITY OR TOWN [if outside corporste limits, ) ¢. LENGTH OF STAY IN 1b ¢. CITY OR TOWN (If outsida corporate fimits, write RURAL end give nearast town) 
write RURAL end give nearest town) 


id & ys a” oe | 
___ Sykesville, Maryland |2 yrs. 3 MOS «|_ Baltimore City #1 Ss L = l 
d. NAME OF HOSPITAL OR TOTS (if not in hospital, a street eddrass) | d. STREET ADORESS cn has oc F 


Springfield State Hospital __ | 638 W. Fayette St. ves L] No CH} 


. NAME OF First Middle Lat 4, DATE Month Day Year 
DECEASED 


2 OF 
(Type or print) Bernard LOSER DEATH January ats 19 62 


. SEX 6, COLOR OR RACE|7, MARRIED Dynever MARRIED [] . DATE OF BIRTH 19. Stn iien WF UNDER T YEAR| IF UNDER 24 HRS. 
1 onl Days 


male white woowen[] _vivorcieo [NX] 1-01 60 


“Wa. USUAL OCCUPATION (Giva kind of work | TOb. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (County & Stele, or foreign country) | 12, CITIZEN OF WHAT gees 


ne x! Yabrcs an” | SYakecour | Switzerland _ Cbrcocs 


13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME 


’ Unknown wis dh Unknowns. saa 
1S. WAS DECEASED EVER IN U.S. ARMED FORCE: 16. SOCIAL SECURITY NO.| 17 INFORMANT Addrass 
(Yes, no, of unkSwn) | (Ifyasgive waror dates of service) 


>, Sik re 135~18-223).| Springfield Hospitel Records. 
18. CAUSE OF DEATH [Enter only one causa par line for (a), (b), and (c).) INTERVAL BETWEEN 


ONSET AND DEATH 
PART |. DEATH WAS CAUSED BY A 
IMMEDIATE CAUSE (e) Pneumonia, right lower lobe Days 


St DUE TO 
Conditions, if mc ON (b)_ Pleurisy Days 


to immediata cause 


pletely cy 
Papers. Pag! 


please remove carl 


ding physician and cor 
and in any evel 


permit. Then 
or removal, 


ined by the atten 


director, page 3 should be detached for use as the burial-transit 
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stating the undarlying ( OVETO } 


— J - " = 

Il OTHER Poser CONDITIONS, CO) AIG TemEATE TOI DEATH ‘BUT. NOT RELATED TO THE TERMINAL ‘DISEASE CONDITION GIVEN §N PART 1(a}/ 19. WAS AUTOPSY — 
22@Ssoc circu “Giste with cerebral arteri osclerosis with PERFORMED? 

“psychotic reaction, ves []_ No [t 


108 ACCIDENT WAS UNDERLYING 20b. DESCRIBE HOW INJURY OCCURED. (Enter nature of injury in Part | or Part Hl of itam 18.) 
OP CONTRIBUTING [1] CAUSE OF DEATH 
{IF EITHER, NOTIFY MEDICAL EXAMINER) 


0c. TIME OF INJURY Month, Day, Year) 20d, INKURY OCCURRED | 20a. PLACE OF INJURY (Home, farm, | 20f. (Cily or town) (County) (State) 
ie Gon While __ Not While factory, straat, office bldg., etc.) | 
re 19 at work [_] et work 


j 
| 1 certify that (I} (this hospital) attended the deceased from. R1Y..1Qy...... 169., todanuary...27., 19.42, that (I) (we) last 

saw the deceased alive on.. danuary.. 2S 19! be, .. and that death ee at. a Dt 23@PMom the causes and on the date si stated above. 

‘228. SIGNATURE ~22b. DATE 


Kaneda led ; Corn, Bo mo, | Ps. Bineeron C] ms. BY 1/28/63" 


22c, PGT "Ss — 
) 


MEDICAL CERTIFICATION 


ECTOR: After this certificate has been sig. 


, PHYSICIAN: 


y be retained by the hospital or attending physician. 


ee delCampo, M.D. ey 


“2 fe / THEREOF = Pe ip a tg a sr ~ LOCA: le — By or dete Hy Uy 
Sa, REC'D BY REGISTRAR | 25b. mae VE ‘Dall ol) 
ol Gf | pare _ "63! pe ew = 
: 


death. Page 
be filed with the State Dept. of Health prior to burial, cremation, 


TO HOSPITA 


after 


the funeral 


ran 


in and completely filled 
, within 72 hours afte 


Then please remove carbon papers. Pages 


ith the State Dept. of Health prior to burial, cremation, or removal, and in an 


s that the death certificate be executed within 24 


After this certificate has been signed by the attending physi 


be detached for use as the burial-transit permit. 


‘CTOR: 


director, page 3 should 


TO HOSPITAL 
death. Page 4 

TO FUNERAL 
be filed wi 


< 
s 
be 
a 
= 


15M 9/60 


es 


Lia PAARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


pois = sa hal OF DEATH AUS 
1. PLACE OF DEATH DO454 45j__ 


2. USUAL RESIDENCE (Where deceesed lived, If inslilution: Residence before edmission} 
e. COU! 


5 . COUNTY 

~&. CITY OR TOWN (lfButside corporate Inmits, write RURAL end ¢ 4 

Lb peared oe re *, 
d. STREET ADDRESS e, 1S RESIDENCE 


"| c. LENGTH OF STAY IN Ib 


ZZ 


Q CITY OR TOWN (if outside corporale limit, 
write RU! Se end, oe: neerast town) 


te NAME O Mb or INSfITUTION Cron ity, not in hospital, give street gfdres) | / 
} 4 ON A FARM? 
Consett Cernil4, 44 SS Atlee ff __ le se 
“3, NAME OF fi Last . DATE Moni Vera 
DECEASED 


Dey 
{Type or print) Apare. Sf | DEATH JA LE. a 19 G pk 
: 9. AGE (in IFUNDER 1 YEAR] IF UNDER 24 ARS 


6. COLOR OR RACE) 7, MARRIED [OINEVER MARRIED EPA 8- DATE OF BIRTH bane 


C._| wiboweD 1 DIVORCED. | LIME Go yrs. 


USUAL OCCUPATION (Give kind of work | 1Ob. KIND OF BUSINESS OR gel Nh —— & State, or foreign country} | 12. CITIZEN OF WHAT COUNTRY? 
done during most of working life, even if retired) 


a NAME i Mee: IDEN tolee 4 
P15. WAS DECEASED EVER IN U.S, ARMED Rees 16. SOCIAL SECURITY NO. 17. — ANT 
{Yes, ne, or unkown) | (Ifyesgivewerordetesof service) 
pee : =e Loins Shiner eS, 
aS a - Vaz Fittartt. - ett i 222 
CAUSE OF DEATH [Enier only one ce r line for (e), Te), end aie ] INTERVAL BETWEEN 
PART 1, DEATH WAS CAUSED BY: = eerie - ON 
IMMEDIATE CAUSE (e}_fove-eaeCt- ‘ me Rae |e pg 


aL ea ETO =. —_ i J ’ . 
Conditions, if eny, which Ree ke, St n7he Cirtee Yao lectern Abetrper— Boal 
geve rise to immediete ceuse > Wi Tide 17 FE = 
(e), steting the underlying DUETO 
cause lest. << a te) 


PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH ‘BUT NOT RELATED TO THE HE TERMINAL \L DISEASE € CONDITION GIVEN IN PART Ie 


— “Deys “Hours | Mi 


Oe, 


19. WAS AUTOPSY 
PERFORMED? 


2 Ss 


1200. ACCIDENT WAS UNDERLYING Pia, 
OR CONTRIBUTING [-] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20b. DESCRIBE HOW INJURY OCCURED. (Enter nelure of injury In Pert | or Pert Il of item 18.) 


20. TIME OF INJURY Month, Dey, Yeer 
Hour ¢.m, 


20d. INJURY OCCURRED 
While Not While 
et work [_] et work [_] 


20s. PLACE OF INJURY (Home, farm, | 20f. (City or town) (County) {(Stete) 
factory, street, office bldg., etc.) f 


MEDICAL CERTIFICATION 


21. 1 certify that (I) (thi 126 2 toJ% that (I) maa) last 
deceased alive on.. death aa of |, fram a causes and on the date stated above, 
226. DATE 
MD. ea DIRECTOR CL) Prys. [} a 
22d. ADDRESS 


iE OF CEMETERY OR CREMATORY 


JURIAL, CREMATION, > DAT§ THEREOF 
OVAL ee ly) 


A Yeo | 


ag. jae 5 eat 


7 


MARYLAND STATE DEPARTMENT OF HEALTH 


] 


DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND Auna5 B 
90455 CERTIFICATE OF DEATH 
~ ge 
S 3 +3 ip vines pepe! 2. MUA ee (Where deceased lived. If institution: Residence befare odmission) y 
8 °. o.5 b. COUNTY 
Pe Carroll MARYLAND || “Maryland Mo ; 
2 ©. CITY OR TOWN [IF outside corporote limits, write | c. LENGTH OF STAY IN Ib <. CITY OR TOWN (IF autside corporate limits, write RURAL ond give pt a 
b RURAL ond give aw lown) a 7 
+] _Sykesvil le 13 days Barnesville B- 
ba |. NAME OF HOSPITAL (If nat in hospital, give street address) d. STREET ADDRESS: e. IS RESIDENCE 
= * Oe iNsttr ‘ON A FARM? 
ay ‘Springfield State Hospital yes (] No 
6 . NAME OF First Middle last 4. DATE Month Day Yeor 
P (Type or print) ANNIE IRENE MANION DEATH 1 2 19 62 
2 S. SEX 6. COLOR OR RACE |7. MARRIED] NEVER MARRIED 8. DATE OF BIRTH 9 LEGTES [IF UNDER | YEAR] IF UNDER 24 HRS. 
Pp 4 ‘ast bi OY; Month: De Hi in. 
Female White |wioowen pivorceo [] h-6-77 Oy ys. ea ag |e 
100. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stote or foreign country} 12. CITIZEN OF WHAT COUNTRY? 
during most of working life, even if retired) 
lousekeeper Maryland U.S.A. 


13. FATHER'S NAME 


Kierman Manion 


14. MOTHER'S MAIDEN NAME 


Mary R. Riley 


“2 WAS. Pe senone, adsl U. &. yee PSHE 16, SOCIAL SECURITY NO. 17, INFORMANT Address 
ect erect enh egress oar 2st vac nade ‘ 
No | Records, Springfield State Hospital 
18. CAUSE OF DEATH [Enter only one couse per line for {o), (b), and (c).] INTERVAL BETWEEN 


ONSET AND DEATH 


RT I. : 
PART |. DEATH MEDIATE CAUSE (o)_COngesbive heart failure 


Then pleose remove carbon papers. 
1, ond in ony event, within 72 hours after di 


DUE TO 
Conditions, if ony, x/ wo _Arteriosclerotic cardiovascular disease 


21. | certify that (I) (this has; pital) attended the se fram. December 19)61_ . ta Jenuary 2, 162, that (1) (we) last 


}: After this certificote has been signed by the ottending physician and completely filled in by th 


2. PHYSICIAN: The law requires that the death certificate be executed within 24 hours after di 


E gove rise to immediote 
& couse (a), stofing the under. ( OVE TO 
eae lying cause lost. el 
ig 6 S ron ep ¢. bhain ‘syn arone. CONTRIBUTING TO. EATH | es pe aeall To nig eee DISEASE CONDITION GIVEN IN PART 1(0)| 19. Me eal 
Ros 3 rome associated wi cerebral arteriosclerosis, with 
t = Seraoa tbe rea 2 pe" Nei) 
© 200. ACCIDENT WAS UNDERLYING em 20b, DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port I or Port Il of item 1B.) 
< & ] OR CONTRIBUTING C] CAUSE OF DEATH 
5 & | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
5 & [20c. TIME OF INJURY Month, Doy, Year | 20d. INJURY OCCURRED —]20e. PLACE OF INJURY (Home, farm, 1 20F. {City or town) (County} (Stote) 
5 a Hodtewatiin: iid. Sal abe foctory, street, office bldg., etc.) | 
3 =. p.m. jot work [] ot work [7] ‘ 
is 
3 
2 
Py 
4 


the State Board of Health prior to burial, crematian, ar remavo! 


page 3 shauld be detached far use as the buri 


saw the deceased alive on < --19Y© , and that death accurred at2? 3M, roll the causes and an the date stated abave. 
To. SIGN * 7b DATE 
= ATTENDING ‘MED. STAFF BSED 
= Fd 2) Bitwaa F- ee at M.D. | PHYS. © __oirector () PH. 
Os 22c. PHYSICIAN'S 72d. ADDRESS Sordi 7 s: i 
28a l NAME (Type) = Edward F. Kerman, M. D. ego re janice cll om 
et See ea! RS = nt ee at ay ee ee. Sykesville, Maryland. ______________. 
Fd se Bio. BURTAL, CREMATION. 236. DATE THEREOF Zac, NBME OF CEMETERY OR CREMATORY 23d. LOQATION (City, town, or county) {Stole) 
>~S AL (Specify) 
ess Lounge | 4 ALG de ernccsrlhe : 
ee 24, SJNERAL DIRECTOR'S SIGNATUR Z DRESS 250. REC'D BY REGISTRAR | 25b, REGISTRAR'S SIGNATURE 
VR AIS (4 ( : aLa , LE. < ’ hag X Poe 
Vem 9759) C : - Dg | vate Jan ewes , = 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


NDL55 CERTIFICATE OF DEATH Mi45 


1. PLACE OF DEATH > ie 7. USUAL RESIDENCE [Whore daceasad lived, If instilution; Residence before edmission) 
@. COUNTY a. STATE b. COUNTY =F saus orge a7 
Carroll MARYLAND Maryland Ho: 


'b. CITY OR TOWN (if outside corporate limits, ¢. LENGTH OF STAY IN Ib ¢. CITY OR aan {If outside corporata limits, write adver) end give neerest town) 
write RURAL end give nearest town} 


Sykesville 1 month20day 7400 Garland Ave. TAL fo 
“IS RESIDENCE 


d. NAME OF HOSPITAL OR INSTITUTION (if not In hospital, give street eddress) d. STREET ADDRESS 
ON A FARM? 


Springfield State Hospital __ Kensington ee RSS ves [No Bi) 


‘3. NAME OF ‘Middle “4, DATE Month Day Yeer 
DECEASED OF 


Ba a Bessie _Curevich McClure | ™*™" January 9 _ 19 62 
5. SEX '6. COLOR OR RACE} 7, MARRIED [3 NEVER MARRIED | ] | & DATE OF BIRTH 9. AGE [In yoars (IF UNDER YEAR| IF UNDER 24 HRS. 
last ee be ect Days | Hours | Min. 


Female White wiowen[] _plvorcto] | June 28, 1900 61 


108. USUAL OCCUPATION (Giva kind of work | 10b. KIND OF 8USINESS OR INDUSTRY | }I. TeLACY (County & State, or foreign country) | 12. CITIZEN OF WHAT COUNTRY? 
done during most of working tifa, even if retised) essa | 


Clerk _| Grocery Store Russia | U.S.A. 


13. FATHER’S NAME ; 14. MOTHER'S MAIDEN NAME 


~ Jacob Gurevich — Rose ? (unknown) 
15. WAS DECEASED EVER IN U.S. ARMED FORCES? bo SOCIAL SECURITY NO.| 17. INFORMANT | Address 


(Yas, no, of unkown) | {Ifyesgiva weror dates of service), 
_No - TASOL SS 295 es Springfield Hospital Records 


7 18, CAUSE OF DEATH “[Enier only ‘one cause per Tine for {e}, (b), and tel) INTERVAL BETWEEN 


ONSET AND DEATH 
PART |. DE ‘q * 2 
MT OAT eS EL Aspiration pneumonia dea Ag 


vr DUE TO 


Conditions! it ony, =} »). Comatose status and tracheatomy |_ 3 weeks 


= 


Id 


€ after 
y the funeral 
me 


@ 


ithin 72 hours after 


= 


-transit permit. Then please remove carbon papers. Pag: 


gave rise to immediate cause | 
(a), stating the underlying ( DUETO 


aus ha «Encephalopathy associated sis 
a i . = ay ome MISSES east) IN PART Ie) 19. WAS. AUTOPSY 


PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH TO DEATH 8UT NOT RELATE cereln VERECORAET 
C.B,S, associated nee n th, ‘new, growth, with intracranial neoplasm, without | ys gq nol 
gislitving phrase (nptamtatics a 


OP CONTRIBUTING [1] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


INJURY OCCURED, (Enter nature of injury in Pert | or Part Il of item 18.) 


20c. TIME OF INJURY Month, Dey, Year | 20d, INJURY OCCURRED | 200, PLACE OF INJURY (Home, farm,» 20f. (City or town) (County) (Stete) 
fea ite While Not While | factory, street, office bldg., ated | 


19 el work et work H 


MEDICAL CERTIFICATION 


p.m, 


;CTOR: After this certificate has been signed by the attending physician and completely fill, 


Should be detached for use as the burial. 
be filed with the State Dept. of Health prior to burial, cremation, or removal, and in any even 


be retained by the hospital or attending physician. 


saw the deceased alive on...... 


222. SIGNALURE = re aun c Hie ~~ 232b. nae, 
4 tg Lomo. | PHYS. (__opirector ‘ei, PHYS. ip. 4-90-62 
ce. PHYSICIAGES -* 22d, ADDRESS 


Agustin del Campo, M7D, Springfield State Hospital, Sykesville, Md. 


~ 


Be, BURIAL, CREMATION. | 23b. DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY | 234. LOCATION (City, town or county) "(Stete) 
REMOVAL (Specify) * . < ne 
Burial 1-15-62 Arlington Cemetery Arlington, Virginia 


24 FUNERAL DIRECTOR'S ame es L Haha eis ae nec a cal 28b. * een bags 


director, page 
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[Warner E. Pumphrey, J Silver Spring, Md. DATE 


a 


4; ¥l4 fF MARYLAND STATE DEPARTMENT OF HEALTH 
BHibion OF Sakic cA RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


a 
er 477 bf] a Aw, CERTIFICATE OF DEATH ny 
s > Li = 5 
a & ay PEACE OF D DEATH Z | 2. USUAL RESIDENCE (Where deceasad lived, If instiiulion: Residence before admission) 
“ty 5 e. STATE b, COUNTY 
&: Carroll __smanytanp | Maryland Balto.City © 
et B. CITY OR TOWN (if outside corporate limits, ¢. LENGTH OF STAY IN 1b €. CITY OR TOWN lt oulside corporate limits, write RURAL and give nearest town) 
a oU write RURAL and give nearest town) 
Z Be: PS Sykesville l8yrs.6mos.llfays _—Ss-_— Baltimore i BVO - of 
eS = Fy Ld | 4 4, “NAME OF HOSPITAL OR INSTITUTION | (if not in hospital, give street eddress) “| d. STREET “ADDRESS «IS agen 
= 220 ON A FA\ 
Ra aa Springfield State Hospital 1006 Warden Street ves [] No PK] 
2 80 i'NAME OF First Middle laa 4, DATE Month Seo 
aah i oF 
ee (Type oF print) Paul Micriotti DeaTH «6s January 11, 1962 
e F : ep RS ey 
3 tL) 5. SEX [6 COLOR OR RACE| 7, 4aRRiED [] NEVER MARRIED [-] | 8 DATE OF BIRTH 9. cer iF GASES FEST We UNDER 2 EE 
=) Month Ho i 
o 832 Male White | wwowm%] vivorceo-] | December, 187), 87 ae a ours ca 
2oe soa ae se: vs == ee aie 
Ss g $ 10a, USUAL OCCUPATION (Give kind of work TDb. KIND OF BUSINESS OR INDUSTRY | 11, BIRTHPLACE (County & Stete, or foreign country) | 12, CITIZEN OF WHAT COUNTRY 
eS g ee done during most of working life, even if retired) | | | f 
S £86 _Miner - | Italy Unknown 
& 13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME i 
iih meen ~ aes po 
3 BOG | tengete PU RISCILCE Ys | TOM ei c eons ie 
o 2 $+ 15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY NO. Tm INFORMANT Address” 
+£ as g (Yes, no, or unkown) | (If yes give werordetasotservice)| | 
#22 = iy ale - | - | Springfield Hospital Records a 
Se Ee 18. CAUSE OF DEATH [Enter only one cause per line for (0), (b), end {c).) Lie ARL 
foto) 5 6 PART I, DEATH WAS CAUSED BY; - 
ePece ~Aniaee cause o) Arteriosclerotic heart disease Years = 
sg Ly } 
sees ] ~ DUE TO 
begs Condition, A'any, which’ » Generalized arteriosclerosis Years: 
. 28 26 gave ise lo immediate ceuse 3 
€ gua (0), steting the underlying ( PUETO 
ert austeh © eae as a 
i = , 2 = = =". 
jee 2 = = O Zz Roses por Lg ee eguRLTIONS TRIBUTING T: ATH BUT NQT rat ar TO Le TERMINAL ISEASE Ci Co OITION VEN IN F PART Tie}| 19, WAS AUTOPSY 
Besse 2 Circe ast NGF BATS rebra teriosclerosis PERFORMED? 
asESS é pee oyna be Bronchopneumonia. Siew «= ves []_ No [¥ 
Be ae a 23 20a. ACCIDENT WAS UNDERLYING [a] 20b. ~ DESCRIBE HOW INJURY OCCURED. (Enter nelure of injury in Part f or Pert Il of item 18.) 
228. ee | OR CONTRIBUTING (_] CAUSE OF DEATH 
oe | = & [(F EITHER, NOTIFY MEDICAL EXAMINER! | 
> ie : = 
ga pe “Gi = se 20c. TIME OF INJURY Month, Day, Yeer 2Dd. INJURY OCCURRED | 2De. PLACE OF INJURY (Home, farm, "208. (City or town) (County) {Stete) 
RPt os a Hear eect While Not While fectory, strest, office bldg., etc.) i 
Be 82 - a * Jat work [7] af work [} | t 
= a 
e £ e3 6 | |21. 1 certify that (I) (this hospital) attended the deceased from.V UNE. Ua... Itt to SESE... ctl: , that (5) (we) fast 
aZ0S 0 
re e2 
oe 
Re Sc 
B ae 
[=i az 
Bikey 
2 
£8 
oO Sy 
ial 


G NATUR ~~ 226. DATE 

Sg L ye = lel aks 5 Mo. me BinecroR oO aE apne 
oa 22. PHYACIAN'S ~~ 22d. ADDRESS a 
ap / NAPE (yee) A oustin Cone sk M.D. _ Springfield Hospital, Sykesville, Mde 
$m ape esi ‘23b. DATE THEREOF Be. NAME OF CEMETERY O OR ‘CREMATORY —— 23d. LOCATION Tei, Yown or county) aa (tate) — 
ges | Seeeeee | 1/15/62 Holy Redeemer Cem. |Baltimore, Md. 
VR AI5 (4), \ 24 ary eyes sgoau oh ADDRESS | 25a. REC‘D BY REGISTRAR | 25b. REGISTRAR'S SIGNATURE 

imunek er Home | 

a S\N | 3331 Brehms Lane_ ae : _loare MAR 15°62) utter £ Hye 


1 MARYLAND STATE DEPARTMENT OF HEALTH 
Division of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


FOR STATE D045 8MEDICAL EXAMINER'S CERTIFICATE OF DEATH Nida5 


HEALTH DEPT. |7 PLACE OF DEATH 7 2. USUAL RESIDENCE (Where deceased livad, If inslitulion: Residenca before edmission) 
~e i. 8. state b, COUNTY 
RZ Ovt-£- MARYLAND LYAR YL BILD CHR Rs a 
b. CITY OR TOWN [il outside corporate limits, ¢. LENGTH OF STAY IN 1b c. CITY OR TOWN (If outside corporate limits, write RURAL end give neerest town) 
wrile RURAL end give neerest flown) 


UMoN BRIDGE fYRGL | S/7o. Wile BLIDEEX £U RAL 


d, NAME OF HOSPITAL OR INSTITUTION (if nol in hospitet, give street eddress) d. STREET ADDRESS r @. 1S RESIDENCE 
/ 


jor. Page 
files. 
of Realth, 


‘AL EXAMINER: This certificate should be executed within 24 hours after death. If any delay is ne 


be retained for 


|-transit permit. File pages 1 and 2 with the State Boar 


‘3. NAME OF a =c3 ‘BATE > 


Crom oo CAPFIELD ANTHONY MyL BERR im BERTH ew (S964 


rs. SEX 6. COLOR OR RACE) 7, mARRIED [] NEVER ene 8. DATE OF BIRT! [9- AGE {In yeors |JF UNDER} YEAR| IF UNDER 24 HRS, 


lest birthdey} [Months] Deys | Hours | Min. 
Vai Col wipowep [] __vivorct ‘S| 4 


Lae ye 
10a, USUAL OCCUPATION (Give kind of work 10b, KIND OF BUSINESS OR YO L 1 ie =f Zbl or foreign ¢ pre F gest _ CITIZEN C OF WHAT COUNTRY? 


a =e =z 


done during most of working fen it relired) YS 


) 13. FATHER'S hl OM nh Me Mie ) 14. hae 


15. WAS me wel a Ww SAPalt J PULL. BERRY 


ED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY NO.| 17, INFORMANT 


(Yes, no, or unkown) | (Ifyasgivewar ordatesofservice) MONE IS. RAH. AULBERR, ry WI  EERIDGE 7. he a My 


Vis. CAUSE OF DEATH [Enter only one cousa per wae for (@), {b), ond (e).J INTERVAL BETWEEN 4 
PART |. DEATH WAS CAUSED BY; ars z Fig ree Fr fag aictsal 
IMMEDIATE CAUSE ( TR, Oe aM» VL eae = 
at S 
Conditions, wen ony, ie 
geve rise to immediste cause 
(a), stating the underlying 
cause lest. Ww 


PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(e)| 19. WAS AUTOPSY 
PERFORMED? 


[ves E]_ No E] 


oS 


20s. EXTERNAL CAUSE WAS 206, DESCRIBE HOW INJURY OCCURED. (Eniar natura of Injury in Part | or Part Il of Item 18.) 
PRIMARY [] or CONTRIBUTING [] 
CAUSE OF DEATH. 


20c. TIME OF INJURY Month, Dey, Year | 2Dd. INJURY OCCURRED | 200, PLACE OF INJURY (Homa, ferm, | 2Of. (Cityortown) + +~~< (County) =S*~*~S*«StdySCOCS 
While __Not While fectory, street, office bldg., etc.) 


2 19 at work [=] at work 
21. I certify that | took charge of the remains described above, held an Autopsy im) Inspection Inquiry . and in my op’ 
Suicide ima} Homicide [a1 Undetermined manner | 
CHIEF MEDICAL EXAMINER [_] 
ASSISTANT MEDICAL EXAMINER [_| DATE SIGNED 
DEPUTY MEDICAL EXAMINER 


AME (Ty AMES ; ted RS fh Addross (Street, elty, town, Sr cou 
22s. BURIABZREMATION,| 226. DATE THEREOF ae. 1B EOF CEMETERY OR CREMATORY 22d. LOCATION. 


EMOVAL (Specify) 
PRL WAL THGCOLANS ET — OLE: ERLERICK Co 7D 
JRECTO) ADDRESS 2d4e. REC'D BY REGISTRAR | 24b. REGISTRAR’S SIGNATURE 


La ow yay pare JAN 1 8 62 fat 


— LIb3aA L3V4 


ificate, writing the word “pending” in pencil in Item 18. Give Pages 1, 2, and 3 to the funeral « 
MEDICAL CERTIFICATION 


M.D. 
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MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


8045S CERTIFICATE OF DEATH O0456 


1, PLACE OF DEATH -- : | 2. USUAL RESIDENCE (Where daceasad lived, If Institutlon: Residence before ‘edmission) 
a. COUNT) 


b. CARI COLL Co = MARYLAND | E "AARFLAN DO. pe: CARRECL a 


if outside corporate limits, E j « LENGTH OF STAYIN Ib || c. CITY OR TOWN'(If oulsida corporata limits, writa RURAL and give naarast town) 
writa RURAL and give naarest town) 


Pras WwesramsteR  / Wk \RuRac RF*2XSUYER Ron, “AD, 


d. NAME OF HOSPITAL OR INSTITUTION (if not in hospital, give street eddress) d. STREET ADDRESS @. IS RESIDENCE 
ON A FARM? 


cLbD BALTIMeRE- Bly. | CHERRY TIN ROAD rs MOLT 


3. NAME OF First Middla Last 4 ai 7S Yaar 
DECEASED 


{Type or pit HARRY MILTON POWES 2 | 5 Sek Ld / q 19 6Z. 
3. SEX 6. COLOR OR RACE|7, MARRIED [] NEVER MARRIED O| | 8. DATE OF BIRTH AGE |IFUNDERT YEAR] IF UNDER 24 HRS.” 

4 47 wiDowe [_] bivorcen I | Te ere 97) gu rs. al a eee es 
08 


@ 


72 hours after d 


USUAL OCCUPATION (Give kind of work | 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (County & Siata, or foreign country) 2 CITIZEN OF WHAT COUNTRY? 
done a most of working lifa, avan if retirad) 


MACHINIST |\MANUPACTVRL A Gm CARROLL CO, USA. 
TE aay. , ; 14, MOTHER'S MAIDEN NAME a i 


CHARLES UPTW FPOWFLL | ALVERTA /IAE FOWLER 


15. WAS DECEASED EVER IN U.S. ARMED FORCES? 16. SOCIAL SECURITY NO NO, \ 7, ivORTANE Address KO vey 
(Yas, no, or unkown) | (Ifyasgivawarordatasofsarvica} 


“10 = 12-16-2046 ARS, JOSEPH E BYERS Les ray sTER AO 
18. CAUSE oF DEATH [Enter only ‘one causa per lina for (a), (b), and (c).] hats ag oat 

jae BPRoWVCHO PVEUMO WIA _ Papas 
tinal kt =} > CARCINOMA TOSIS —PRIMAgY UnKmsuy 10 Mo, 
gava risa to immediata causa 


Then please remove mask Page: 
7 


|, cremation, or removal, and in any event, 


(e), stating the underlying DUE TO 
causa Jest. “Le 


PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED T TO THE TERMINAL AL DISEASE Ci CONDITION GIVEN IN PART 1a)| 19. WAS aT 
PERFORMED? 


YES O xe 


te has been signed by the attending physician and completely filled 


! or attending physician. 
Id be detached for use as the burial-transit permit. 


Sx 


20a. ACCIDENT WAS UNDERLYING [] | 206. DESCRIBE HOW INJURY OCCURED. (Enier natura of injury in Part I or Part Il of item 18.) 
OP CONTRIBUTING [] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20¢, TIME OF INJURY Month, Dey, Yaar | 20d. INJURY OCCURRED | 200. PLACE OF INJURY (Home, farm, | 20f. (City or town) ~~ {County) (Stata) 
While Not While factory, street, offica bldg., ete.) H 
19 at work [_] at work 


f Health prior to burial 
MEDICAL CERTIFICATION, 
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be retained by the ho: 


2. | certify that (I) (this hospital) ns the deceased from... 3 £ 19 1S that (I) (we) last 
saw the deceased alive on,. Nv L& 19.b. Brand that death occured yA .M, from the causes and on the date stated above. 


22b. DATE 
ATTENDING STAFF SIGNED 
“mo. | PHYS. BiReCTOR 0 pays. i} { Gy Gi? 
226. PHYSICIAN'S - 22d. ADDRESS 3 


NAME hep D MIE L Je WELLIVER +4 RIDGE RD WEST MWS TED 


Ja, BURIAL, CREMATION, | 236. DATE THEREOR, Ay NAME OF CEMETERY OR CREMATORY —— 23d, LOCATION (City, town or sae 


fopiAt_\' f2/ 4g 2\ 1A piw BRAY CH CLA, WESTAIWSTER, MD, 
JRA Ge GF 250. REC'D BY REGISTRAR | 25b. REGISTRAR’S SGT 
TESTA STER. pPalaesn ERR | thin £ Kini 


be filed with the State Dept. o' 


director, page 3 shou 


TO HOSPITAL ©. 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


n0469 sr SERTIRIS ATE OF PEATE wc Nas? 


1 PLACE OF DEATH . USUAL RESIDENCE (Whare docoared fived, If Insiitulion: Residence before admission) 
r a. STATE b. COUNTY, 
___ Carroll MARYLAND Maryland Montgomery Va 


b. CITY OR TOWN (if outside corporate limits, | ¢, LENGTH OF STAY IN Ib || ¢. CITY OR TOWN (If outside cosporeta limits, writa RURAL and give nearast town} 
write RURAL and give nearest town! 


— aSvkesvilie | Te eae |_____ Brookeville (FX. tele 
d. NAME OF HOSPITAL OR INSTITUTION {if not in hos give street address} d. STREET ADDRESS e. 1S RESIDENCE 


Springfield State Hospital R.F.D. 1, Box 52 SB NOL] 


) NAME OF “First “Middle Last | 4. DATE Month Dey “Year 
DECEASED 


OP 
__lweorpimy Herman Henry PRIEBE | DEATH 1° =) 6. Spee 
5. SEX 6. COLOR OR RACE) 7, MARRIED ER] NEVER MARRIED [-] | 8. DATE OF BIRTH |9. AGE {In years |IF UNDER 1 YEAR| IF UNDER 24 HRS. 
. lest birthday) [Months] Days | Hours | Min, 
male white wivowed [_] pivorceo[}| = -85 716 yrs. | | 


10a. USUAL OCCUPATION (Give kind of work | 1Db. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (County & Stata, or foreign country) | 12, CITIZEN OF WHAT COUNTRY? 


¢€ after 
il A the anaral 
1g f-} 
\ 


Then please remove carbon papers, Pa: 


ind 2 should 


re 


ithin 72 hours a 


dona during most of working life, evan if retired) 


Custom work for farmers! Farming Maryland U.S.A. 
13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 


Herman H. Rriebe Bertha Feiblekorn 


15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY NO.| 17. INFORMANT Addrass 
(Yes, no, or unkown) | {Ifyesgivawarordatasofservics) 


No - | - Springfield State Hosp. Records 
'] 1B. CAUSE OF DEATH TEntar only ona causa par lina for (a), (b), and (c).) INTERVAL BETWEEN = 


ONSET AND DEATH 
PART I, DEATH WAS CAUSED BY: 2 : : 
he cause) Arteriosclerotic heart disease. years 


BL 
Lj-rO / DUE TO 
Conditi oy anv? Pwhiek (b) 


gave rise to immediate cause 


6 attending physician and completely fill 


, cremation, or removal, and in any () 


(a), stating the undarlying DUE TO | 


causa last, te) 


|. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO ‘DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN INF PART ite) 19, WAS A TOPS 
a ED? 


YES No XY 


XS 


MEDICAL CERTIFICATION 


208, ACCIDENT WAS UNDERLYING [] | 20b. DESCRIBE HOW INJURY OCCURED. (Entar natura of injury in Parti or Part Il of itam 1B.) 
OP CONTRIBUTING (_] CAUSE OF DEATH | 
(IF EITHER, NOTIFY MEDICAL EXAMINER) | 


20c. TIME OF INJURY Month, Day, Yaar | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, | 20f. (City or town) (County) (Stata) 
Heer alin While Not While factory, straat, office bldg., om 4 
aie 19 at work [_] at work 
21. | certify that (I) (this hospital) attended the deceased from... Lem: to... Qacccccsee Wenecy that (1) (we) last 


saw the deceased alive on... SOPs SAT 7 Sel the causes and on the date stated above, 


is 226. DATE 
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ATTENDING STAFF 
PHYS. BinecroR ia PHYS. a l- 6-62 


~ | 22d. ADDRESS 


be filed with the State Dept. of Health prior to burial, 


death, Page 4 


TO FUNERAL/ 


23a. BURIAL, ae | 23b. DATE THEREOF [= NAME OF CEMETERY “OR CREMATORY 23d, LOCATION (City, town or county) (State) 


EMOVAL (Specify) 

C rial | 19-62 ° \Mt. Carmel Sunshine, Md, 

VR AIS (4) "24 FUNERAL DIRECTOR'S SIGNATURE 25e, REC'D BY REGISTRAR | 25b, REGISTRAR'S, SIGNATURE 
Clibun 


15M. 7/6 Francis He Barber Laytonsville, Md. JAN = 


TO HOSPITAL g 


DATE 


MARYLA ‘D 2 x DEPARTMENT OF few Lejeeviwke 18 


tems 


NNLE4 ” CERTIFICATE O1 DEAT reg. dist. No MIA 5 


¥ ee te > mesh por (Where deceased lived. If institution: Residence before admission} 
p MARYLAND ph BGO C 


be filed with 


a O 
b. CITY OR TOWN (If outside corporote limits, write | c. LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 
RURAL ond give nearest town} 


New Windsor | 6 Rural __New Windsor 


d. NAME OF HOSPITAL (if not in hospitol, give street address) { d. STREET ADDRESS e. 1S RESIDENCE 


show 


OR INSTITUTION. ON A FARM? 
At__Marston At Marston SExy F 


3. NAME OF First Middl it 4. DATE Month v 
NAME OF irs \iddle Lost (on Day ‘eor 


OF 
(yee erprit) CEPHAS A. RAMS Raines deat Januar 19 62 
5. SEX 6. COLOR OR RACE | 7. MARRIED [jf NEVER MARRIED [-] | ®. DATE OF BIRTH 9. AGE (In yeors [IEUNDER 1 YEAR] IF UNDER 24 HRS. 


Prion Months] Di He Min. 
Mele wnOWEIC] pivorcen 5 vin ths] Doys | Hours in 


10a. USUAL OCCUPATION (Give kind of work done| 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stote or foreign country} 12. CITIZEN OF WHAT COUNTRY? 
during most of working life, even if retired) 


Carnente ) Virginia Us th, Bs 


13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 


Conhaw Maggie F. Burns 


INFORMANT Address 


Ethel Rains, Same as # 2 


18. CAUSE OF DEATH [Enter only one couse per line for (0), (b), ond (c)-] DERVIS GETWEEN 
PART |. DEATH WAS CAUSED BY: . * 
IMMEDIATE CAUSE (0). iS an beng. 7 a, 


By > DUE TO 
conic tad’, Rl NG Tein Con Was, Condo 4 


gove tise to immediote 

couse (a), stoting the under. ( OVE TO 

lying couse lost. © 
Paer Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THETERMINAL DISEASE CONDITION GIVEN IN PART Ho} | 19. bed aM 


yes(] no 


24 haurs after d: 


in 


Pages 1 and 2 


Then please remave carbon popers. 


200, ACCIDENT WAS UNDERLYING £] | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 18.) 
OR CONTRIBUTING [} CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER} 


20c. TIME OF INJURY Month, Doy, Year |20d. INJURY OCCURRED  [20e. PLACE OF INJURY (Home, farm, | 20F. (City or town) (County) (Stote} 
Hour 0. m. While Notiwhile: foctory, street, office bldg., etc.) | 
p.m. 19 Jot work ([] ot work [7] { 


21. | certify that | attended the deceased fram. ALL de, 19.__.., to ¥[L22A9.._,that } last saw the deceased 


alive an____. hy BE, £ SP Dem, 19. _, and that death accurred WN a2 2M. from the causes and an the date stated abave. 
ADDRESS (Street, city or town, stote} DATE SIG} 


stim AE, ff ateartzee uo, Maecye pine, allan, Grae, Le Tian 


PHYSICIAN'S 
NAME (Type) % 


;: After this certificate has been signed by the attending physician and campletely filled in by t 
MEDICAL CERTIFICATION, 


e haspital or attending physicion. 


Zo. BURIAL, CREMATION, ] 22b. DATE THEREOF Tic. NAME OF CEMETERY OR CREMATORY 2d. Ses (City, town, or county} tote} 


Biniat” |gan. 12, 1962 Marvin Chapel F Maryland 


23. FUNERAL DIRECTOR'S SIGNATURE ADDRESS 2da. REC'D BY REGISTRAR } 24b, REGISTRARS SIGNATURE 


C. M. Waltz, Winfield, Maryland pate JAN 1 0 '62 Cnitun 2, Trane 


poge 3 should be detached far use as the burial-transit permit. 
the registror prior ta burial, crematian, ar remavol, and in ony event within 72 hours after death. 


moy be retoined 
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MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 
_ CERTIFICATE OF DEATH a 


. PLACE OF DEATH 1, i "2, USUAL RESIDENCE (Where deceased lived, If institution, Residence before admission). 


0. 
CAR RR GLL Covw] hr _ marian | “TAR RrzAnva, CARROLL 
b. CITY OR TOWN io iat ved" 3 ‘ a Rae IN Ib || ¢. CY OR TOWN lif oulside corporele limils, weite RURAL end give nesres! town] 
Mestaiy srk’ YRees Tun sT ER (RURA ai 


JAME OF HOSPITAL OR INSTITUTION (i fin hospital, o: street es | d. STREET ADDRESS SIDENCE 


ff, 7. WESSAUIMSTER, AD, ON A FARM? 


after 
je funeral 


‘and 2 


& 


Y’ 


i] 2 
RT #7 BESTHIN STER \ who 
eee ys a First Middla Lest 4 ee Month Dey Yeer 


(Type or prim £LLA Zz OWLS EE RA ies ee SAV VES 


VS. SEX '[6. COLOR OR RACE}7. marRteD LONeveR MARRIED [WK] | & DATE OF BIRTH ls AGE (In years |FUNDERT YEAR| IF UNDER 2: 


(— VA SAM é ot % lest binhdey) edd 5 Hours | Min. 
wioowen [] DIVORCED yes, ‘| 


Oe. USUAL OCCUPATION ( kind of work | 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (County & oe or saan country) | 12, CITBEN OF WHAT COUNTRY? 


done during most of working life, even if retirad) | 40S CARROLL é OouNT IE VSA. 


P13, FATHER’S NAME | 14. MOTHER'S MAIDEN NAME 


JoHnN AARVE, KAK 4444 MAE BALL 


We ocnvaery ene reste 16. SOCIAL SECURITY NO.| 17. INFORMANT SOHN MARY B- RA ct 
— (ae \— TATHER - RIED bh EST IK S TER, 


18. CAUSE OF DEATH ‘Enter only ‘one cause per line for (e), (b), end (c).] iNTERVAT. ee 


ONSET AND DEATH, 

PART I. DEATH WAS CAUSED BY: 

2 TASER MM Co CEPHALL GDA. 
3% DUE TO 

Conditions, it eny, which (b) 

geve risa to immadiate cause 

(a), steting the underlying taal 

couse last, ie (c} 


PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CO (e)| 19. WAS AUTOPSY 
ee PERFORMED? 


ves []_No WwW 


in 72 hours al 


ici 


|, cremation, or removal, and in any eve; 


| or attending physician. 
ICTOR: After this certificate has been signed by the attending physician and completely fi 


> 


'20e. ACCIDENT WAS UNDERLYING [] | 20b. DESCRIBE HOW INJURY OCCURED, (Enter neiure of injury in Pert | or Peri ll of item 18.) 
OR CONTRIBUTING (] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Yeer | 20d. INJURY OCCURRED | 20a. PLACE OF INJURY (Home, farm,’ 20f. (City ortown] (County) (Siete) 
Hour a.m. While __ Not Whila factory, street, office bldg., atc.) | 
19 at work @t work 


xt 
a 
- 
i 
ES 
zu 
cf 
5 
3 
3 
x 
o 
9 
& 
2 
% 
-_ 
6 
S 
= 
% 
o 
a) 
@ 
= 
a 
ce 
% 
= 
3 
& 
2 
= 
= 
2 
= 
r 
13) 
4 
E 
me 
z 


MEDICAL CERTIFICATION 


p.m. 
21. | certify that (I) (this hospital) atyended the deceased from. a . biS 3 that (1) (we) last 
saw the deceased alive on.. i ele and that death occured ¥ M, from the causes and on the date stated above, 


220. Sa Te ine ATTENDING STAFF Sf SIGNED 
tn Meson a Zon, _ | PHYS. cm BiRecTOR im PHYS. oO Lis ig ae 


ICIAN 22d, ADDRESS 


TRAM win tam be STEWART 19 LOGE £0, eras Ath 


230. KURL REMATION, 236, DATE THEREOF —) a3e. NAME OF CEMETERY “OR CREMATORY rH LOCATION Pre town or county) as get 


Biaini” \VAN /éM/i2THeMPsoys CLM. 


WE or — 
24, FUNERAL bd aff Whe Pinan - Taiz Ad, 25e. REGAN BY eo 25b. ee 3 ee 
wear a a7 4% : * s 


id be detached for use as the burial-transit permit. Then please remove carbon papers. Pages 
Dept. of Health prior to burial, 


director, page 3 shoul 
be filed with the State 


eae 


1 MARYLAND STATE DEPARTMENT OF HEALTH 
Division of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


R STATE R EDICAL EXAMINER'S CERTIFICATE OF DEATH 
/WENLIN DEPT. | -saxecoroene #6 3 sae 


@. COUN’ 
BAR R py a MARYLAND 


b. CITY OR TOWN [if outside corporale limits, | c. LENGTH OF STAY IN Ib 
a RURAL end give ne st Ce 


NISS JBILR CE aa 


4, ae OF HOSPITAL OR INSTITUTION (if not in hospitel, give street address) ‘|| \ 4. STREET ADDRESS 1 “|e. IS RESIDENCE 
ON A FARM: 


yes {_} NO 


3. NAME OF 1 ~ Middle ] x Dey “Year | 
DECEASED 


type er en Mirsow TF — ethan ¥ 062 


5. SEX x ; er MERIT GAnever MARRIED [] | 8. DATE OF BIRTH f9. AGE ms ag jIFUNDERT YEAR| IF UNDER 24 HRS. 


WY wipowen []__divorceo [] ESy g- 1F06 MRE a qa’ mC | po es 


for. Page 


@ 
13 


foi 


ined 


We. USUAL OCCUPATION (Give kind of work | 10b. INC IND OF BUSINESS OR INDUSTRY | 11. pine Age (Stata or foreign 1 ae 12. CITIZEN OF WHAT COUNTRY? 


Gea Eworking life, avpn if es) / a Ly 4 
13 HER'S NAME 2 SF; | 14, MOTHER'S Sieshsee Z —_ 


EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY NO.| 17. INFORMANT “Address 


(Yes, G or unkoyn) | (lfyes givewerordatasofzervie 
Lap $*-07- 4502 - earn Nee Tag 
INTERVAL BETWEEN 


18. CRUSE OF DEATA [Enter only one couse per line for (a), (b), and (c).} 


pee OEATIMMEDIATE CAUSE (0) Conewney Overvsjiow 


nee ©) DUE To 


Conditions, if ony, whic (b) 
geve rise to immediete couse 
(2), steting the underlying 


in 72 hours after death 


24 hours after death. If any delay is n 


it will 


°M » ee DEATH 


DUE TO 
cause lest, {e) 


~ PART Il. OTHER SIGNIFICANT CONDI NTRIBUTING TO. T 5. CONDITION GIVEN IN PART I(e)| 19. WAS AUTOPSY 
eS ae PERFORMED? 


ves [] No [] 


20a. EXTERNAL CAUSE WAS | 20b. DESCRIBE HOW INJURY OCCURED, (Enler neture of injury In Part | or Part Il of item 18.) 
PRIMARY [1] or CONTRIBUTING [1] 
CAUSE OF DEATH. 


) 20c. TIME OF INJURY Month, Dey, Yeer | 20d. INJURY OCCURRED | 20. PLACE OF INJURY (Home, form, ' 20%. (City or town) (Ceunnvi Tate 
Not While | factory, street, office bldg., atc.) | 
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MEDICAL CERTIFICATION 


fo the Chief Medical Examiner’s Office along with form PM3. Page 5 may be reta 


TO FUNERAL DIRECTOR: Page 3 should be used as a burial-transit permit. File pages 1 and 2 with the State Board 


icate, 


21, I certify that | took charge of the remains described above, held an Autopsy oO Inspection and in my opinion 
death resulted from: ‘Natural causes JX Accident |" Suicide Ea Homicide 1 Undetermined manner fa] 


CHIEF MEDICAL EXAMINER oO 
BREone cata) s Vind) 
SIGNATURE (ae ‘ m.p, ASSISTANT MEDICAL EXAMINER [_] DATE SIGNED 


DEPUTY MEDICAL EXAMINER [_] -5- 62 


/ ad Mars a” Address (Streat, city, town, or county) LABRO oObLe_ 


22e. BURIAL, CREMATION,| 22b. 4. THEREOF 22¢. NAME OF CEMETERY OR CREMATORY a 22d. LOCATION (City, town, or 0 las it 
« 


ee te ie (~1/+1 9% Zz ep lowud 


0 23 EUNERAL 2 24a. REC'D BY REGISTRAR | 24b. REGISTRAR’S SIGNATURE 
VS. AISME A y/ = - 
5M 7/59 RS Pluie, DATE JAN 10 '62 Clthun f Haak 
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he attending physician and 
|, cremation, or removal, and in any ev: 


‘CTOR: After this certificate has been signed by ! 
uld be detached for use as the burial-transit permit. Then p' 


@...: PHYSICIAN: The law requires that the death certificate be executed within 2. 
be filed with the State Dept. of Health prior to burial 


be retained by the hospital or attending physician. 
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MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


00464 _CERTIFICATE OF DEATH “ MW46] 


ot 


1 Pied OF DEATH hoe — | 2. USUAL RESIDENCE (Where doceesed lived, If insiitutfon: Residence belora edmiss 
e aS b. COUT 
___ MARYLAND | * Hiiryland City 
b. CITY OR TOWN {if outside corporate limits, €. LENGTH OF STAY IN Tb c. CITY OR TOWN (H outside corporete limits, write ‘ih aaa ‘and give neerest town) 
write RURAL snd give neares! town) 
a esville | iidays _—i|_~——- Baltimore 11 3Bvol-4 
d. NAME 6F HOSPITAL OR INSTITUTION (if not in hospital, give street eddress) “d. STREET ADDRESS °. 1S RESIDENCE 
A FAI 
_ Springfield State Hospital 3937 Roland Avenue ves [] No Fy 
3 ean First Middle last | 4. DATE Month Dey “Year 
, OF 
(cieeecern Katie Priscilla Roloson | bears Janvery 19, 19 62 
5. SEX |6. COLOR OR RACE|7 Mappitp [|] NEVER MARRIED 8. DATE OF BIRTH 9. AGE {in years {lf UNDER 1 YEAR) IF UNDER 24 HRS. 
Oo o | fast pee 7 ani) Deys | Hours | Min. 
Female | White wivowED£ | porcto]| March 14, 1276- 85 wae: 
TOa. USUAL OCCUPATION (Give kind of work | 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (County & State, or foreign ane ) 12. CITIZEN OF WHAT COUNTRY? 
done during most of working life, even if retired) | | 
None ul ay Maryland. Tisch = 
13. FA FATHER’S NAME 14, MOTHER'S MAIDEN NAi 
| 
John Myers _ |_Mary _ 22 
15. WAS DECEASED EVER IN U.S, ARMED FORCES? _ J 16. SOCIAL SECURITY NO.| 17, INFORMANT Address 
(Yes, no, or unkown) | (Ifyesgive warordatesof service}| 
_No - | - Springfield Hospital Records. _ = 
'18. CAUSE OF DEATA [Enter only one cause per line for (e), (b), end (c).] INTERVAL BETWEEN 
ol AND DEATH 
ART |, DEATH WAS CAUSED BY Cea 
a immeniare cause fo) ACute renal inssuficiency days = 
UE TO 
ee Chronic nephro-sclerosis year s 
onditions, if eny, wHich {b) = 
gave rise to immediate cause BTS = 
eh ane seston iy Generalized arteriosclerosis and Diabétis | years 
(c) a a > 
3 ~ PART Il, OTHER SIGNIFICANT “CONDITIONS | CONTRIBUTING 1 TO DEATH BUT NOT RELATED TO. THE TERMINAL DISEASE CONDITION GIVEN IN PART Mel) 19, WAS AUTOPSY 
4 > =e a > PERFORMED 
= 
S|_C.B.S. associated with senile brain disease with psychosis, _ | ves [] No 
= 2Oe. ACCIDENT WAS UNDERLYING [] 20b. DESCRIBE HOW INJURY OCCURED. (Enter neture of injury in Perk | or Pert Il of item 18. ) 
© | on CONTRIBUTING [] CAUSE OF DEATH 
G | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
< 20c. TIME OF INJURY Month, Dey, Yer | 20d. INJURY OCCURRED | 200. PLACE OF INJURY (Home, farm, ; 20f. (City or town) (County) (Stete) 
= Hatha While __ Not While fectory, street, office bldg., etc.) | 
Ih ak 19 et work [_] 9t work | 
. 1 certify that (I) (this hospital) attended the deceased from... 8-62... we kL Gen., 19. 62 that (I) (we) iast 
saw the deceased alive on...... IQ... wer and | that death occured “lind from the causes and on the date staled above. 
220. SI i ee DATE 
ATTENDING STAFF SIGNET 
55 2) mo. | PHYS. Oo DIRECTOR OO Pas. 364 1-19-62 
ee PHYSICIAN'S: : ~|23d, ADDRESS . 
NAMI 
ee Agustin del Campo, UD, __ ‘Springfield State Hospital, Sykesville, Md, 
23a, BURIAL, CREMATION, | 23b. DATE THEREOF J 23. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town or county) {(Slete) 
OVAL. (Specify) 
Ale \Lovvon frre _ Fpeoasck BD, SIP 


250. REC'D BY REGISTRAR | 25b. REGISTRAR'S SIGNATURE 


_loae JAN 22'62| _Cluthur f. Maus 


24 FUNERAL DIRECTOR'S ‘s E ADDRESS 


a DEE faa Cove! 


00465 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, 
CERTIFICATE OF DEATH 


BALTIMORE 1, ALY 


ez 
3 8 1. PLACE OF DEATH 2, USUAL RESIDENCE (Where deceered lived, It insiilution: Residence before edmission) 
3 a. COUNTY °. hs b. COUNTY 
enh . _ Carroll MARYLAND ryland Balto, City 
=) EXGITY OR TOWN (if eulside corporate init, ¢. LENGTH OF STAY IN 1b ¢. CITY OR Mar {If outside corporate limits, write RURAL end give sien town) 
= 5s write end give neerest town) ; i 
= 5 Sykesville 20 da: Baltimor 18 -V AON 
2 o: ee d. NAME OF whee ik at OR INSTITUTION {if not In hospital, give street not d, STREET AODRE' om ’ ea *. IS RESIDENCE 
3 aw 
ot a, ______s—s Springfield State Hospit: 2717 Greenmount Avenue ves [] No [3 
3B Bn Kae WERE OF “First ‘. Test 4 ‘DATE “Month Dey Yoor 
3 K 
g fae {Type'or pri Mollie Elizabeth Romoser Beata J anuary 18, 19 62 
0 $= 5. SEX ~ ]6. COLOR OR RACE| 7, MARRIED |] NEVER MARRIED 8. DATE OF BIRTH ~_|9. AGE (In years |IF UNDER T YEAR| IF UNDER 24 HRS, 
= a 2 O O last binhday) |"Months| Deys | Hours | Min. 
s Se Female White wioowen [f]__ovorceo 7] | July 20, 1882 80 =. | 4, 
, 3s Toss USUAL OCCUPATION (Give hid of ee | 106. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (County & Siete, of oraign country) | 12. CITIZEN OF WHAT COUNTRY? 
3 ne during most of working life, even if retire: 
$2 Sales girl aj Se - | Maryland U.S.A. 
ee 13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME 
I William A. Edwards Nellie Brown 
15. WAS DECEASED EVER IN U.S, ARMED FORCES? | 16. SOCIAL SECURITY NO. Address = 


(Yes, no, or unkown) 


No 


{lfyesgiveweror detesof service) 


unknown, 


PART |. DEATH WAS CAUSED BY: 
, | ~ IMMEDIATE CAUSE {e)_ 


Conditions, it ‘ony, whi 
geVe rise to immediote couse 
{e), steting the underying 


DUE TO 
{b) 
DUE TO 


{e), 


in INFORMANT _ 


Springfield State Hospital 


‘18. CAUSE OF DEATH [Enter ‘only one cause per rline for {e tb), end nd (e).) 
Bronchopneumonia 


| or attending physician. 


‘NDING PHYSICIAN: The law requires that the death certifica 


saw the deceased alive on, 


"2. 1 certify that (I) (this hospital) attended the deceased from.. 
1=18:19.G2.., and that death occured athe Ath, fait the causes and on the date stated above, 


“28> 199), 


INTERVAL BETWEEN. 
ONSEL AND DEATH 
ays 


"19. WAS AUTOPSY 


=, 192., that (I) (we) last 


0b Fr PART Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Mel) WAS AUTOPS 

J te 

A s| C.B.S. associated with senile brain disease with psychotic reaction. ves [] No BX] 
2 © |20e. ACCIDENT WAS UNDERLYING [] | 20b. DESCRIBE HOW INJURY OCCURED. (Enter nature of injury in Pert | or Pert Il of item 18.) 

© & | OF CONTRIBUTING [] CAUSE OF DEATH 

te © J{IF EITHER, NOTIFY MEDICAL EXAMINER) 

= < 20c. TIME OF INJURY Month, Dey, Yeer | 20d. INJURY OCCURRED | 20c, PLACE OF INJURY (Home, farm, | 20f. {City or town] (County) (Siete) 
3 a Hour e.m. While __Not While factory, street, office bidg., etc.) | 

i = p.m. ” ot work et work H 

a 

o 

3 

3 

st 


sttould be detached for use as the burial-transit permit. The 


220. SIGNATURE 


ATTENDING 
PHYS. 


oO 


°K. DIRECTOR “ae PHYS. 


ee 
"Agustin del Campo, M 


22d. ADDRESS 


STAFF 


22b, DATE 


Fa 1-18-62". 


Springfield State Hospital, eyeeere e, i Mid. 


wy. 


be filed with the State Dept. of Health prior to burial, cremation, or removat, and 


7 
o 
a 
a 

a 

£ 

3 


director, page 


TO FUNERAL FECTOR;: After this certificate has been signed by the attending physician and completely fil 


TO HOSPITAL GR @ 


Ye OF CEMETERY OR CREMATI 


pote ale 


) (Cin. town or Sr | 
Aev2e — 


~ {Stele} 


MATION, | 23b. DA, by 
Specify) 
URIAL 
pa oS: DIRECTOR'S. he URE 


LOE 


VR AIS (4) 
1SM 7/61 


te REC’D BY REGISTRAR 


2Sb, REGISTRAR’S SIGNATURE 


Coretta, Tanne 


(LG GLEE eM _¥ 


§ 


7 Cn “one oaneft | oan 2 2 '62 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF BAYS RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, sides Salens = 
CERTIFICATE OF DEATH 4 b 3 


1. PLACE OF DEATH ro i ~ 2. USUAL RESIDENCE (Where deceesed livad, If institutions Residence bafora edmission) 


@. COUNTY 
, STATE b, COUNTY 
Carroll MARYLAND Md. _ 


b. CITY’ OR TOWN (if outside corporate limits, +) c. LENGTH OF STAYIN 1b | ¢. CITY OR TOWN (If oulside corporete limits, write RURAL end give nearest town} 
writa RURAL end giva nearest town) 


Woodbine Baltimore YOt- 


d. NAME OF HOSPITAL OR INSTITUTION (if noi In hospital, giva straet address) || ~~. STREET ADDRESS “ ~] @. IS RESIDENCE 
ON A FARM? 


Golden Age Gueet Home 829 Hillman Court yes [J NO fk 


3. NAME OF First i lest 4. DATE Month Dey Yaar 
DECEASED OF 


Meese bent Lula F. Russell ieee Jan. 28, 1962 


Bas Sy "|, COLOR OR RACE) 7, MARRIED [never MARRIED ol® DATE OF BIRTH ]9. AGE (th yeors | IF FUNDER PT YEAR| IF UNDER 24 


y the funeral 


@.: 


Then please remove carbon papers. Pag: 


ind 2 sh 


|” lest birthday) |on ayt eae in. 
female whit | woowankk ovorceo[]| July 12, 1892 | 69 ve bi 7 Tole ai 


Ta, USUAL OCCUPATION (Give kind of work | 10b, KIND OF BUSINESS OR INDUSTRY | il. BIRTHPLACE (County & Stele, or foraign country) | 12 . CITIZEN OF WHAT COUNTRY? 
done durlng most of working life, evan if ratirad) 


‘retired cashier Brager Eisenberg's| Maryland We, Se A 
“13. FATHER’S NAME ee "| 14, MOTHER'S MAIDEN NAME ; 


ficate be executed within 24 @- 


John Pullen | Mary Unknown 


15. WAS DECEASED EVER IN U, S. ARMED FORCES? | 16. SOCIAL SECURITY NO.) 17, INFORMANT Address 
(Yes, no, or unkown) | (Ifyasgiveworordetes ofservice) 


a | meme cart L. Zepp 3705 McTavis PD. #29 


P18. CAUSE OF DEATH [Enter only ona causa par line for (a), (bl, and (c)-1 pepe 
PART I. DEATH WAS CAUSED BY: : a 
IMMEDIATE CAUSE (0) Cg 
ifs DUE TO 
Conditions, if eny, w (b) 


gave risa to imme. 
{e), stating the un 


DUE TO 


The law requires that the death certifi 


ey 


MEDICAL CERTIFICATION 


cousa last, (e) Z 
PART It, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELAFED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(e)/ 19, WAS AuTorsy 


EBFORMED? 
ala wie 


20a. ACCIDENT WAS UNDERLYING [) 20b. DESCRIBE HOW INJURY OCCURED. (Entar netura of injury in Pert t or Part Il of itam 1B.) 


OR CONTRIBUTING [] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) a 


20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 202. PLACE OF INJURY (Home, farm, | 201. (City or town) (County) ~— (Stetey 
Hour a.m. While ___Nof While factory, street, offica bldg., atc.) | 
19 et work [ ] et work [] 


led the rom from...4 2 = 4 iy a hal (Il) (we) last 


Zand that death ooeirtd at. the causes and on the date stated above, 


226, DATE 
ATTENDING MED. STAFF SIGNED 
pirec7oR [_] PHYS, 


ey 
2 
2 
a 
& 
S 
8 
uy 
= 
a 
< 
2 
a 
os 
= 
a 
a 
i= 
il 
c 
2 
a 
© 
= 
> 
a 
aol 
3 
e 
nau 
fa 
H 
3 
= 
2 
S 
8 
2 
= 
= 
2 
< 
a 
ie} 
H 
Oo 


ould be detached for use as the burial-transit permit. 


rs 
‘3 
aa 
a 
> 
ES 
a 
a 
= 
5 
t= 
= 
® 
. 
6 
3 
‘a 
a 
3 
oe 
2 
ra 
> 
a 
? 
*4 
o 
2 
Ss 


JURIAL, CREMATION, 23b. DATE THEREOF de. NAME OF “CEMETERY “OR EREMATORY 23d, LOCATION (City, town or county) 
SR MOVAL (Spacify) 


Burial W/ai/62 Western Cemetery | Baltimore, Maryland 


24 FUNERAL DIRECTOR'S SIGNATURE ADDRESS 25a. TER x ta 2Sb, REGISTRAR'S SIGNATURE 


Howard H. Hubbard 4107 Wilkens Avenue #29 —_pare Clatbog §, Flsnsae 


be filed with the State Dept. of Health prior to burial, cremation, or removal, and in any event, within 72 hours after death. 


death. Page 4 
director, page 


TO HOSPITAL OR ATTENDING PHYSICIAN: 


a 
= 


2 
8 
&, 


=m 


be filed with 


eral directar, 


ficate be executed within 24 haurs after 7) Page 4 


lease remave carban papers. Pages | and 2s! 


is certificate has been signed by the attending physician and campletely filled in by th 
Then 


oe. PHYSICIAN: The law requires that the death certi 
le 
page 3 shauld be délached for use as the burial-transit permit. 


jal ar attending physician. 


in 72 haurs after death. 


the registrar prior ta burial, crematian, ar remaval, and in any event wi 


M 1, PLACE OF DEATH 


x 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
AOLGT CERTIFICATE OF DEATH neg. vw REZ 


CCURTTY 2. USUAL RESIDENCE (Where deceosed lived. If institution: Residence before admission) 
°. p , eG ; eanyuand 0. STATE b. COUNTY 
b. CITY OR TOWN (If outside corporote limits, write | c. LENGTH OF STAY IN 1b . CITY OR TON (If outside corporote limits, write RURAL ond give near&rrtown) 
Ves opd give neorest down 409 
AL PLELAALMA SO aT Ab fad Jlidadegases 
d. NAME OF HOSPITAL (If not in hospital, givg street address) d. STREET ADDRESS, fe. IS RESIDENCE 
OR INSTITUSIO Y) 2 ! Ve a o> ON A FARM? 
NMtGzae— LF Gg ke F yes [] No = 
3. NAME OF First Middle lost / 4, DATE Month Yeor 


DECEASED 


Doy 
reer)  LAMACR “PT ERINE SCHAEFER) Sum JAN, 30 wr 


5. SE 6. COLOR OR RACE |7. MARRIED] NEVER MARRIED [_] | 8. DATE OF BIRTH 9. AGE (In yeors IF UNDER 24 HRS 
5) “ lost birthdoy) Th 
“p20n wioowen B“_oworceo [] Sep 2 /$70 


¢ yrs. 
1. USUAL OCCUPATION (Give kind. of work gone 0b. KIND OF BUSINESS OR INDUSTRA | 11. BIRTHPLACE {Stote or foreign country) 


12, CITIZEN OF WHAT COUNTRY? 
dfring most of working life, even‘it retired! 
Dred. : LES cg 
14. MOTHER'S MAIDEN NAME Za 


Ltnkeors ed. Cadeisit_. Fitter 


WAS DECEASEDEVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. INFORMAN! Address 


Ai tbtiee owe CF Selig hestrarnsEa Pek 


«St ik 
13. FATHER'S NAME 


1B. CAUSE OF DEATH [Enter only one couse per line for (0), (b), ond (<).] INTERVAL BETWEEN 


‘ ONSET AND DEATH 
PART |. DEATH WAS CAUSED BY: = 
n IMMEDIATE CAUSE (0) < Coun S fart. (owP tn. 

+ Xo - DUE TO . 
Conditions, if ony, which © Ss: Nea Poe z CBee yf LOR fen J pcos 


gove rise to immediole 
couse (0), stoting the under: (DUE TO 
lying couse lost. () 


a Parr il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1{0}]19. WAS AUTOPSY 
= 4 

= 

5 = =z yves(] Nol] 
= [200. ACCIDENT WAS UNDERLYING (]_ | 206. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 18.) 

& | OR CONTRIBUTING CI CAUSE OF DEATH 

G | (IF EITHER, NOTIFY MEDICAL EXAMINER) 

& ]20c. TIME OF INJURY Month, Doy, Year |20d, INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 20F. (City or town) (County) (Stote) 
ro Hopes one While Not while foctory, street, office bldg., etc.) | 

2 pm, W404 19 Jot work [] ot work C] i 


21. | certify that | attended the deceased fram z vs 


eel, 19. 2G., Ct as 7 19F 2that | last saw the deceased 


alive an, rs ee W4k__ fan that death accurred ot ALM, from the causes and an the date stated above. 
DATE SIGNED 


a 
b 
PHYSICIAN'S ‘a 
NAME type) 1 La, A3¢ C0707 ole i en eee ee ee 
To. BURIAL CREMATION, 2b. DATE THEREOF 72d. LOCATION (City, town, or county) — _{Stote) 
LE. Pes Pe 2 


23. EWNERAL DIRECTOR'S SIGNATORE 


A A 


‘24b. REGISTRAR'S SIGNATURE 


f Kia 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


as 


CERTIFICATE OF DEATH ra 
ee ee Me AU464 
oo) ¢ 1 ais OF DEATH 2, USUAL RESIDENCE (Where deceesed lived, If Institution: Residence before admission) 
BF See e, STATE b. COUNT ~ 
m2 Carroll MARYLAND | Maryland s Carroll 12 

a2 b. CITY OR TOWN (if outside corporate limits, “| ¢, LENGTH OF STAYIN Ib || c. CITY OR TOWN (if outside corporate fimits, write RURAL and give neerest town) 
BS write RURAL end give neeres! town) , ‘ 
> (Rural) Sykesville 5mo_ 10d. Westminster Bet 
- 


& 


@. IS RESIDENCE 
ON A FARM? 


|. STREET ADDRESS 


169 Lincoln Road 


Tast | 4. DATE Month 
DECEASED OF 


d. NAME OF HOSPITAL OR INSTITUTION (if not in hospilel, give sireal address) 


_ Springfield State Hospital 


3. NAME OF First Mid: 


(a aoe ED _ Allan Monroe Sellers , ee 2 19 62 
5. wSEX 6. COLOR OR RACE] 7, married val NEVER MARRIED oO 8, DATE OF BIRTH 9. Kae ees SEN aes 
jours in. 
white winowen[] _ivorceof]| 1/16/78 yn. ] 


jove carbon papers. Pa 
id in any\event, within 72 hours after deat! 


10e. USUAL OCCUPATION (Give kind of work | TOb. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (County & Siete, or foreign country) | 12. CITIZEN OF WHAT COUNTRY? 


done during most of working life, even if retired) 
‘Telephone Co. _ Maryland U.SeAe _4 


P13. FATHER'S NAME 14. MOTHER S MAIDEN NAME 


| _ John Sellers 


15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY NO. 


Elizabeth Richards = = 


17, INFORMANT Addrass 


@ attending physician and completely fi 


Then pl 


‘NDING PHYSICIAN: The law requires that the death certificate be executed within 2 


rs (Yes, no, or unkown) | (Ifyasgive waror dates ofservice)| 
28 unknown |---|: 212-05-0861| Hospital Records 
eles 18, CAUSE OF DEATH [Entar only one couse per line for (e), (b), and (c).] INTERVAL BETWEEN 
ee 6 PART |. DEATH WAS CAUSED BY: " a ca 
S3ee vm IMMEDIATE CAUSE le) Septicaemia____ days => 
a2 22 v YU Dy DUE TO 
= =: E Conditions, if eny, which Infected multiple wounds _| weeks = 
si:2 ta geve rise to immediete cause ia 
Suns (e), steting the underlying 
a gO 2 —————F 
sf es cause lest (ec) -s Bn . 7 —= SS SY ats SS. 
Seta a PARTY. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART t(e]| 19. WAS AUTOPSY 
2340 se] th j 5 + ; PERFORMED? 
Me Z ronic brain syndrome with cerebral arteriosclerosis with psychotic es (EAN Ie 
353s hl i —- — — : = = =a S ane 
aera = | 202. Rete one REE Fi] 206. ‘DESCRIBE HOW INJURY OCCURED, (Enter neture of inury in Part Vor Per Il of item 18) 
eeSe E | o2 CONTRIBUTING [] CAUSE OF DEATH 
SEBS G [UF EXTHER, NOTIFY MEDICAL EXAMINER) | 
BRer 3 | 20c. TIME OF INJURY Month, Dey, Year | 20d, INJURY OCCURRED } 20s. PLACE OF INJURY (Home, f (City or town) (County) (Stete) 
g<25 = tec aa While <a fectory, street, aifice bidg., ete.) | ‘Hes 
ss + worl et work 1 
‘5 az < 53 Pm. 19 he L 
@:: 21. I certify that (I) (this hospital) attended the deceased from... Pf 25/OL. eS rer to... 1/5... , 19.62, that (1) (we) last 
Fin3 8 saw the deceased alive on..L/5. srt A Eee and that death occured at.JaM, from the causes and on the date stated above. 
eg ae 3G aa ATTENDING. MED. STAFF 22 OND 
Phe map. |PHYS.  []  oirector [] PHYS. [ 1/5/62 
2 a He | 226, PHYSILIRN’ . oe Fs ™ “22d. ADDRESS we ’ 
a4 
Aa NAM r : 
¢ 2B23 _ Vasuo—Takahashi,-M,De—______-___|_..._.. Springfield State. Hospital... 
i 3 3= 23 Na ee ce DATE THEREOF 23c. NAME OF CEMETERY OR-GREMATORY 23d, LOCATION (City, town or coumty) (Stete) 
= REMOVAL (Specify . 
giar* 12) b2\ Litelipe 
mm _s real # iy fa 2, 
VRAIS (4) ) 24 eS R'S SIGNA\ “ J ADDRESS 250, REC‘D BYAREGISTRAR | 25b, REGISTRAR’S SIGNATURE 
15M 7/61 \ Wa Ae . JAN 62 din db, Tina 
n ’ ; DAT! 
\\ qi 2AM Gert, fs TCA pe oy eo ee SoS rol siecle 


1 MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 


NOLES: CERTIFICATE OF DEATH MI4B5 


Reg. Dist. No. 


~ £ 
& = ia ps pean 2 USUAL RESIDENCE (Where deceased lived. If institution: Residence before admission) 
5 a. a. ST, 
7 b. COUNTY 

ES g Dvr MARYLAND s 

3 b. CITY OR TOWN (If outside corporate limits, write | c. ‘0 uF STAY IN 1b c. CITY OR TOWN (If outside corporate limits, write RURAL and give nearest tawn) 
RURAL gnd give nearest town) P H 
m:] 
| 4 WY] FILA (VAME : 

4 fo d. NAME OF HOSPITAL (If not in hospital, give street a d. STREET ADDRESS e. IS RESIDENCE 
* A OR INSTITUTION ‘ON A FARM? 
iad 
z LAS Fbsg2e¢ pat LAS thease Cope resiEIeg 
5 3. NAME OF First Middle lat 4. Dare Month Doy Yeor 
3 (Type or print) JAMYES LEOMA RD SHAIEFLE DEATH 
2 ; 5. SEX 6. COLOR OR RACE |7. MARRIED[7] NEVER MARRIED DATE OF BIRTH 9. AGE (In yea 


\ rt Le Fo {wi O  oworceo SIF , 
} owners Lhe — Li wile Lf £0 : 


ar 10a, USUAL OCCUPATION (Give kind of wark done|10b. KIND OF BUSINESS OR INDUSTRY tote or foreign cauntry) 
> quring-most of working fe, even if retired) 


PadtLogfe G-Pen 
FATHER'S NAMES. 


Vihagc. 


1S. WAS DECEASED EVER IN U. S. ARMED FORCES? 


(Yas, no, oF unknown) l UF yes, give wae or dates of sarvica) 


16. SOCIAL sl 


——s —, — 


INTERVAL BETWEEN 


18. CAUSE OF DEATH [Enter anly ane couse per line far (0), (b). and (e).] ONSET AND DEATH 


Y ae 
1. DE 1 3 : 
PT UMBSRERE Ake tum 6 Father ent Gey 
) DUE TO 
7 ; 56 whith Pee Faller Se 54 NAARL a 


ro y ade i 
couse (a), stoting the under. ( *2¥EFO~ . * 
Giowesciaany tees fS eee I eae 


gave rise ta immediate 


PHYSICIAN: The law requires that the death certificate be executed within 24 haurs after d 


rs 
J 
_ s Parr Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO,DEATH BUT NOT RELATED TO THYAERMINAL DISEASE CONDITION GIVEN IN PART o)]19. WAS AUTOPSY 
S & 
g © |e. ACCIDENT WAS UN} RUINED iS DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | or Part il of item 1B.) 
5 & | 5k CONTRIBUTING CC, 
5 & | ir eitek, NOTEY MEDICAL EXKMINER) | “———— 
M =} 
5 & [20c. TIME OF INJURY Month, Doy, Yeor ] 20d. INJURY OCCURRED — |20e. PLACE OF INJURY (Home, farm, | 20F. (City or town) (County) (Stote) 
i 6 Hour 0. m. 2 While Not while factory, street, office bldg., etc. My 
s = p.m. 19 Jot work [1] ot work 
21. | certify that | attended the deceased HbR awl", WAL, ta_L~ 2S ___., 19:Gedshat | last saw the deceased 


4: After this certificate has been signed by the attending physician and completely filled in by th 


page 3 should be detached far use as the burial-transit permit. Then please remave carban papers. 
the registrar prior ta burial, crematian, ar remaval, and in any event within 72 haurs after death. 
am 


alive an 4 =~ 2 3 Nieeeete Ghd that death accurred atS. CAM, fram the causes and an the date stated above. 


ADDRESS (Street, city ar town, state) DATE SIGNED 


je 


S32 l 
a { -, 
z= ' PHYSICIAN'S A 
Roan 
= eg NAME (Type)_C or 3 Bt ieee 
oO 3 Z Tad. LOCATION (City, town, or county) (State) 
=x 2 
3 MAAN Lb Sag Dh Zing 
oS c $ 2da, RE Ay EGTA” ‘ab, REGISTRAR’S SIGNATURE 
VS AIS (4) Si 3 0 62 Cithut J Tee 


rr 
= 
2 
2 
S 
C3 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


N0L79. ") CERTIFICATE OF DEATH AUAGBE — 


Vane OF DEATH 2. USUAL RESIDENCE (Where deceesed lived, It institution: Reetencs Delis: C— 
e INTY 


e. STATE b, COUNTY 
MARYLAND || Tan a 


——— E . = ArT. — 
b. CITY OR TOWN {if outsida corporete limits, ¢. LENGTH OF STAYIN Ib | ¢. CITY OR TOWN (If outside corporete limits, write RURAL and give neerest town) 
write RURAL end give neorest town) yi 


the funeral 


lel after 
ind 2 shou cal 


Ss alley = Bea eS Taneytown Z = — 
i i d. NAME OF HOSPITAL OR INSTITUTION {if not in hospitel, give street eddress) d. STREET ADDRESS @. IS RESIDENCE 


ON A FARM? 
Hiner Convelscent Home 


AME OF First Middle Last 4. Geacg Month 
DECEASED | 


pace oa Catherine lydia Shriner i BEaTH January 19, 


5. SEX )6. COLOR OR RACE | 7 MARRIED [_] NEVER MARRIED [_] | 8 DATE OF BIRTH “19, AGE (In yeoes | IF UNDER T YEAR | 

3 last birlhdey) |"Months| Deys | Hours | Min. 
Female White wivoweo [X] __vivorceo [] | Nov. 17, 1875 86 va. ee 
Te, USUAL OCCUPATION (Give kind of work | 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (County & Stele, or foreign country) p12. CITIZEN OF WHAT COUNTRY? 
done during most of working life, even if retired) 


House work _ Own Home __ | 1 County, Maryland U2 S.A. 


43, FATHER'S NAME AIDEN NAME 


Jacob S. Haifley | lydia Stonesifer 


15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY NO. | “17. INFORMANT Address, 


(Yes, no, or unkown) | {Ifyes givewerordetesofservice) 
___Nene IMr._H. Lee Haifley, Sr., Taneytown Maryland 
18. CAUSE OF DEATH [Enter only one cause per line for (e), (b), end (¢).] | | INTERVAL BETWEEN 


: ONSET, AND DEATH 
PART I. DEATH WAS CAUSED 8Y: B 
j want CAUSE Woleeeuce M1 yoee rol nea Meo cardia) Degeneratioy / Yaw 1 
a ‘ p\) buETO t 
Conditions, if eny, which wArterio sclerete Hea nt Vv sea se (8 ya? Dey 
geve rise to immediate ceuse | 
(a), steting the underlying DUE TO | 
couse lest, (e) | 


rs. A 


72 hours after deat 


Then please remove carbon Pp 


be filed with the State Dept. of Health prior fo burial, cremation, or removal, and in any event, wit! 


PART I], OTHER.SIGNIFICANT CONDITIONS CONTRIBUTING TOD DEATH BUT NOT RELATED TO1 THE TERMINAL DISEASE CONDITION GIVEN IN PART Ve) | 19. WAS ‘AuToPsy 


7 PERFORMED? 
eneralized ed Artewo ecjevesis res [] 60 [~ 


cate has been signed by the attending physician and completely 


20. ACCIDENT WAS UNDERLYING [1] 20b. DESCRIBE HOW INJURY OCCURED. (Enter neture of injury in Pert | or Pec Il of item 18.) 
OR CONTRIBUTING [] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INIURY Month, Dey, Yeer | 20d. INJURY OCCURRED | | LACE OF INJURY (Home, farm, | 20f. (City or town) (County) {Stete) 
Hour a.m, While Not While fectory, street, office bldg., ete.) | } 
papi 19 et work [_] et work i 


21. 1 certify that {I) + 2ewry attended the deceased laa a Alaa. AT... 1% Sethat (t) be) last 


saw the deceased alive on. and that death ceed aAOl2, ae the causes and on the date stated above. 


a a uae TENDING a STAFF ay SIGNED 
ATTENDI 
Ee cy mo, | PHYS. DIRECTOR OO Pars. Zo lo Z— 


/22c. PHYSICIAN'S, 4 "| 22d. ADI 


PETER, SMe Vou ae 


23e. BURIAL, CREMATION, | 23b. DATE THEREOF Z3e, NAME OF CEMETERY OR CREMATORY ATION (City, Yown er county) ~ (Stete) 


Burial Jan. 22, 1963 _Baust Cemetery _ITyréne, Garrol1, Maryland 


JATUI ‘ ’, ADDRESS: 2Se. REC'D OS 2 25b, REGISTRAR’ ae ee 
: JAN Cement ab, Tove 
_Taneytown, Maryland Sep ae eae 
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MEDICAL CERTIFICATION 


Id be detached for use as the burial-transit permit. 


RAL 


death. Page 4 
director, page 3 sft 


TO HOSPITAL 
> TO FUNE 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, RY 


\B 


® 33 00474 : nalts ES, 
= Hy a 1. PLACE OF DEATH = =e - 2, USUAL RESIDENCE (Where decoased lived, Hf institution: Residence before edmission) 
DE eee. aCOUNTY a, STATE b. COUNTY 
eo N Carroll ' MARYLAND Maryland ss 
= b. CITY OR TOWN [if outside corporate Himits, c, LENGTH OF STAY IN 3b €. CITY OR Toye {It outside corporate limits, write RURAL and give neerest town) 
4 ! writa RURAL and give nearest town) 5 . és 
Sykesville, Narviand l, mos./7_days Baltimore #2 ise T* ¢. 2 
on d. NAME OF HOSPITAL OR INSTITUTION [if nol in hospital, give street address) ‘d. STREET ADDRESS @. 15 RESIDENCE 
ie meter h ds eee State Hospital —s - alv a 
3. NAME OF ~ First — Middle = ‘Last ‘| 4. DATE Month Dey 
DECEASED OF 
{Type or print) Bay Spangler SIMVONS DEATH 
Ss 6. COLOR OR RACE! 7. MARRIED [-] NEVER MARRIED 8. DATE OF 8IRTH 9. AGE (In years [IF UNDER I YEA\ R 
oO O R last birthday) |"Months| Days | Hours | Min. 
male white wow K] —vivorced [] h-29-18 89 Ro 
Ta, USUAL OCCUPATION (Give kind of work | 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (County & Stete, or foreign country) | 12. CITIZEN OF WHAT COUNTRY? 
done during most of working life, even if retired) | 
Salesman x Waryland | U.S.A. 7 


13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME 


Edward Simmons 


15. WAS DECEASED EVER IN U.S. ARMED FORCES? 
[Yes, no, or unkown) | (Ifyes give waror dates of servica) 


Stella Spangler 


17, INFORMANT “Address 


16, SOCIAL SECURITY NO. 


transit permit. Then please remove carbon papers. Pa: 


|, cremation, or removal, and in any event, a 72 hours 


te has been signed by the attending physician and compietely fill 


ING PHYSICIAN: The law requires that the death certificate be executed within 24 


SS aa ee a Springfield State Hosp. Records 
¢ 18. CAUSE OF DEATH [Enter only one cause par line for a” é INTERVAL BETWEEN 
3 PART I. DEATH WAS CAUSED BY: : CRE REN Deen 
cy ; . IMMEDIATE CAUSE (a)__Bronchopneumonia days = 
a } DUE TO 
Zcs Conditions, if eny, wine w) Congestive heart failure months 
Zoe geve rise to immediete couse a i 4 
‘4 5. la), stating the underlying f DUETO | 
des Seg 5 to A.S .C.V.D. >. a. 2 
#3 = a = 3 PART 1 OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED T TO THE TERMINAL DISEASE CONDITION GIVEN IN PART lel), 19. fea tales 
a2 is 
SE25 $ Manic depressive reaction, depressed type. ves [] no K) 
2375 © | 200. ACCIDENT WAS UNDERLYING 20b. DESCRIBE HOW INJURY OCCURED, (Enter neture of injury in Pert | or Pert Il of item 18.) 
Su.S E | OR CONTRIBUTING [] CAUSE OF DEATH 
£2-s & |r EITHER, NOTIFY MEDICAL EXAMINER) 
5 33 < 20¢. TIME OF INJURY — Month, Day, Year| 20d. INJURY OCCURRED | 208. PLACE OF INJURY (Home, ferm, | 201, (City or town) (County) (Stete) 
3 ss ra] Hour e.m. While ___Not While factory, street, office bldg., an 
a2.3° _ Ath, 19 at work ["} et work 
oe: é 21. L certify that (I) (this hospital) attended the deceased from..... 2/2/04... 7 1 10D P2BLEB ocr Woosser that (I) (we) last 
g3e saw the deceased alive on...... Te B/ £2... AP and that aaah occured he 13 Brdhe the causes and on the date stated abo 
wag: 220. SIGNATURE ATOM ae "2b. DATE 
o 
dvae= | i TR 17) het [1 Bhecror 7 pevs. OF 1/28/62 
z 33 ge ! 22e. BRYSICIAN) 22d. ADDRESS 
5 NAME. (Typel 
Sees es Agustin del Campo, } ae i Sykesville, Maryland a 
Longe Tis, BURIAL, CREMATION, | 23b. DATE THEREOF 23e, NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town or county) {Stete] 
+4 REMOVAL (Specify) 
9° gu 1962 Loudon Park Cemetery | Baltimore, Maryland 
24 FUNERAL DIRECTOR'S SIGNATURE ADDRESS 25a. REC’D BY REGISTRAR | 25b. REGISTRARS SIGNATURE 


DATEAN 3 1 '62 Chabdoist A Priam —. 


VRAIS (4) (\ 
15M 7/61 ~\ We Jenkins & Sons Co. 4905 York Rd, 
= Balto.12, Md. 


the funeral 


€& after 


permit. Then please remove carbon papers. Pages 


and 2 


be filed with the State Dept. of Health prior to burial, cremation, or removal, and in any event, within 72 hours after deat! 


by the hospital or attending physician. 
IECTOR: After this certificate has been signed by the attending physician and completely fill 


[DING PHYSICIAN: The law requires that the death certificate be executed within 24 
should be detached for use as the burial-transit 


ined 


oe: 


TO HOSPITAL 
death. Page 4 
TO FUNERAL 
director, page 


VR AtS (4) [> 


15M 7/6t 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


» 
10472 CERTIFICATE OF DEATH GUAGY 
1. PLACE OF DEATH 7 2, USUAL RESIDENCE (Where deceased lived, Il Institution: Residence before admission) 
= COUNTY a ae b. COUNTY ed 
Carroll MARYLAND Frederick aes 
b, CITY OR TOWN (if outside corporate himits, c. LENGTH OF STAY IN 1b e (8 es and outside corporate Fimits, write RURAL end give neeres! town) 
write RURAL end give nesrest town) 
Sykesville, lyr 7mos#6dys Aaeeekenn, ~< ae (gs 
d. NAME OF HOSPITAL OR ieiTonOn (if not in hospital, give street address) | d. STREET ADDRESS fas ae 
___ Springfield State Hospital __ none ves []_ NO 
"3. NAME OF First “Middle ‘lat —S*é«‘S«ss«é@ ARTE Month Day Yeer 
DECEASED OF 
Mapercgpnn Annie May Stillwell DEATH = January 7 1962 
Ps, SEX | 6. COLOR OR RACE|7 MARRIED |] NEVER MARRIED 8. DATEOF BIRTH = 9. AGE (In years |IF UNDERT YEAR| IF UNDER 24 HRS. 
0 O last bithday) (Months) Days | Hours 
Female White wipow &]__ivorcto [] |May 14, 1880 Ryn. | | 
10a, USUAL OCCUPATION (Give kind of work | 10b. KIND OF BUSINESS OR INDUSTRY | 11, BIRTHPLACE (County & Stete, or foreign country) | 12. CITIZEN OF WHAT COUNTRY? 
done during mos? of working fife, even if retired) 
Housework _ Re - Maryland U.S.A. 
13. FATHER'S NAME ) 14. MOTHER’S MAIDEN NAME 
lansing Bowings a. Lucinda Bell 
15. WAS DECEASED EVER IN D FORCES? | 16. SOCIAL SECURITY NO.| 17. INFORMANT Address 
(Yes, no, or unkown) | (Ifyesgivewar ordetes ofservice) 
—No__|__+_- ._c| _-—-| __| Springfield Hospital Records : 
18. CAUSE OF DEATH [Enter only one cause per line for (e), (b), end (c).] | INTERVAL BETWEEN 
IN: AND DEATI 
PART |, DEATH WAS CAUSED BY. 3 
IMMEDIATE CAUSE [a) _§ Septicemia : 4 5 days 
G 2 J\prre Pulmonary abscess 5 days 
ConditiSns if eV which )  Suppurative parotiti r-10 days 
geve rise to immediete cause | 
(e}, steting the undertying (- PVE TO 
feuciion 9__Emaciation and dehydration_ | oF 
z PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART l(e}] 19. WAS AUTOPSY 
CORTSSETINGN CICERTH Fr 
<| C.B.S. associated with cerebral arteriosclerosis with psychotic reactionys [R so 1 
& "200, ACCIDENT WAS UNDERLYING 20b. DESCRIBE HOW INJURY OCCURED. (Enter neture of injury In Part | or Port Il of item 18.) fig 
& | OR CONTRIBUTING [J CAUSE OF DEATH 
© | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
< 20. TIME OF INJURY Month, Dey, Yeer 20d. INJURY OCCURRED | 20. PLACE OF INJURY (Home, farm, | 20f. (City or town) (County) (Stete) 
a Hour e.m. While Not While factory, street, office bidg., ete.) | 
= a v et work ot work i 


21. | certify that (I) (this hospital) attended the deceased from 3 LQ)... Lev7m., 19.62 that (I) (we) last 


eeceeseeee Ecce 19.62... ., and that death occured aBs 158 Bs, the causes and on the date stated above, 
f~— 226. DATE 
ie PAA OS ae ee 1B 
2 —— ara ~ | 22d, ADDRESS a= an 

Agustin del Campo, M.D, pringfield State Hospital, Sykesville, id. 


23¢. NAME OF CEMETERY OR CREMATORY 23d, LOCATION (City, town or county) (Stete) 


jount Olivet Cemetery Frederick, Maryland 


25a, REC'D BY REGISTRAR | 25b. REGISTRAR’S SIGNATURE 


pate JAN 1 0 ’62 4. pees 


saw the deceased alive on.. 


220. ‘Clan 


23a. BURIAL, CREMATION, | 23b. DATE THEREOF 
MOXAL ol Specify) 
Birvad 1-10-62 


4 FUNERAL DIRECTOR'S SIGNATURE 4; 
Me R. Etchison 3 


, Maryland 


nk 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
0473 CERTIFICATE OF DEATH nap. vin, wi) 20) 


1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before admission) 
bia in Carroll marviano || ° STE Maryland b.county Carroll 


b. CITY OR TOWN (If outside corporote limits, write | c. LENGTH OF STAY IN Ib 
me = eee neorest town) 
inksburg Se 


¢. CITY OR TOWN {If outside corporote limits, write RURAL ond give nearest town) 


Finksburg 

d. NAME OF HOSPITAL (If not in hospital, give street oddress) 5 FE ‘STREET ADDRESS e. A RESIDENCE 

=* OR INSTITUTION ON A FARM? 
BS ves [] NOX# 

5 ro 3. NAME OF First Middle Last 4. Date Month Doy Yeor 

23\ I (Type or print LILLIE CATHERINE STOVER DEATH January 2 19 62 
cs 5. SEX 6. COLOR OR RACE |7. MARRIED [[] NEVER MARRIED DO | 8. DATE OF BIRTH %. AGE Tle eee IF UNDER ? YEAR] IF UNDER 24 HRS. 

ort pirthdoy| 0. nee 

Female | White |woowspy _ovorceoQ) | Mar. 10, 1878 Be etd eo 


100. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stole or foreign country) 
during most of working life, even if retired) 


Housework 
13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 


John Hancock Sarah Lilly 


1S. WAS DECEASED EVER IN U. S. ARMED Mosis if 16. SOCIAL SECURITY NO. | 17. INFORMANT Address 
(Yen, no, oF unknown) (UE yes, give wor or dates of tervice) 
no none Goldie Stover, Finksburg, Md. 


1B. CAUSE OF DEATH {Enter only one couse per line for {o), {b}, ond {c).] INTERVAL BETWEEN 


ONSET AND DEATH 
PARTI. : 
a ATS SE, Occlusion 16 Wes 


12, CITIZEN OF WHAT COUNTRY? 


U.S.A. 


Coronar 


Then please remave carbon papers. 


ate has been signed by the attending physician and campletely 


mh ( DUE To 
< Conditions, if ony, which w_Arteriosclerotic C-V Disease 2 yrs. 
E gove rise to immediote 
g cattse {o}, stoting the ynder- ( DUE TO 
€ me lying couse lost. tc Diabetes 2 yrs 
235 a Patt Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I{e}|TP. WAS AUTOPSY 
Zee 15 
ag 04s Chronic Bronchitis vesQ) NO 
fe = [200. ACCIDENT WAS. $ UNDERLYING C] | 200. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port or Port I of item 1B.) 
£ & | OR CONTRIBUTING CI CAUSE OF Df 
£ G |(F EITHER, NOTIFY MEDICAL nonen none 
3 & |20c. TIME OF INJURY Month, a Year ]20d. INJURY OCCURRED [20e. PLACE OF INJURY tHome, farm, 1 20F, (City oF town) (County) (State) 
‘ BL Sige e+ Bete “7 ae 
5 
9 a 
@: wthat | tast saw the deceased 
° 
ge fa ine le ES ee 12_____.., and that death accurred at lO: 304 m, fram the causes and an the date stated above. 


ADDRESS (Street, city or town, stote) DATE SIGNED 


A 
= ACTUAL 
eyes SIGNATUR . mo, ..6 Hanover Rd 1-2-62 
£O2 ! 
a 3 , 
2322 | Raieuees D. D. Caples, M. D. Reisterstown, Md. 
& 3 S = 720. BURIAL, CREMATION, | 22b. DATE THEREOF ‘Zc. NAME OF CEMETERY OR CREMATORY 22d. LOCATION (City, town, of county) (Stote) 
= be 9 bi is Gea 5 
E a Waynes poro enns 
£ £ 2. ey ip TpR'S oo ADDRESS 24a. REC'D BY REGISTRAR | 24b. REGISTRAR'S: ote 
Neel YY Ly Mas f19g.__Waynesboro, Penna. __| pate yay Waynesboro, Penna, DATE Ctton £, Miessa 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


00474 CERTIFICATE OF DEATH AGARL 


PLACE OF DEATH Z 2. USUAL RESIDENCE (Where decaesed lived, If institution: Raadenee before edmission] 
coe @. STATE b. COUNTY pe 
Carroll MARYLAND land Balto, City ~ 
. CITY OR TOWN [if outside corporate limits, c. LENGTH OF STAY IN Ib “e. CITY OR TOWN [lf outsida corporate limits, write RURAL and give ee town) 

write RURAL end giva nearest town) y 'd) 
Sykesville lyr ,3mos .254 Baltimore 5 SY c¢ 


d. NAME OF HOSPITAL OR INSTITUTION (if not in hospital, give straat eddress) d. STREET ADDRESS x e. 1S RESIDENCE 
ON A FARM? 


__ Springfield State Hospital || 2829 E, Madison Street ves [] No fx] 


— 


y the funeral 


y 
+ 


land 2 should 


any event, within 72 hours after death. ~ - 


= 


. NAME OF “First “Middle Last ] ee Month Day “Year 
DECEASED 


ie a ie as G8 cb Sullens | DEATH J. anuary  —«.29_——s'19-: 62 
5. SEX 6. COLOR OR RACE) 7, MARRIED [_] NEVER MARRIED [_]] © DATE OF BIRTH 9. AGE (in years |IF UNDER T YEAR| If UNDER 24 HRS, 


Female White wipowen fX] —vivorceo[-]| June 17, 1879 Cr fil or lige aa 


Wa. USUAL OCCUPATION (Give kind of work 1Ob. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (County & Stata, or foraign country) | 12. CITIZEN OF WHAT COUNTRY? 
dona during most of working lifa, aven if retirad) 


Housewife _ - Germany U.S.A. 


13. FATHER'S NAME te ‘14, MOTHER'S MAIDEN NAME 


- __ UNKNOWN UNKNOWN 


15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY NO,| 17, more 


ddrass 
bias ae sii, Meigen “RoRE SHE ayy, sownet 2 9 Huron Rd, 


@ remove carbon papers. Pag 


Then p 


18, CAUSE OF DEATH [Enter only ona cause par lina for (a), (b), and (e).] INTERVAL BETWEEN. 
INSET AND DEATH 
PART I. DEATH WAS CAUSED 8) 
= IMMEDIATE CAUSE) Ataxia due to gastric cancer. 6 to & months 


7 “2. a — } DUE TO 
Conditions, if any, which w_Arteriosclerotic C.V.D. Years 
gave risa to immediate cause he ie Sig = | 
(a), stating tha underlying (| PUETO 
cause lest. (e) 5 | J 
PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TOT THE TERMINAL DISEASE CONDITION GIVEN IN PART Tfe}) 19. WAS AUTORSY 
i. fast) ere ee PERI 
C.B.S. assoc. with cerebral arteriosclerosis with psychotic reaction. | ves f] no 


20a. ACCIDENT WAS UNDERLYING [] | 20b. DESCRIBE HOW INJURY OCCURED. (Eniar natura of injury in Part | or Part Il of itam 18.) 
OR CONTRIBUTING [] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


igned by the attending physician and completely fi 


l-transit permit, 


|, cremation, or = 


i f 
MEDICAL CERTIFICATION 


20c. TIME OF INJURY Month, Day, Yaar | 20d. INJURY OCCURRED | 202. PLACE OF INJURY (Homa, ferm, | 20f. (City or town) (County) (Stata) 
Hour a.m, Whila Not While factory, straat, office bldg., atc.) | 
aes 19 et work [_] et work 


21. | certify that (I) (this hospital) attended the deceased from. we Om Ae ce. 1960, + mh 19.02 that (1) (we) last 


saw the deceased alive on. 1 ori 62 , and that death occured x) 20, Ralls the causes ais on the date stated above, 


22a. SIGNATURE = —— 22b. DATE 
ATTENDING MED. SIGN 
PHYS. [1 pirector [] Puys. {3 1-2 2. 
22d. ADDRESS ‘4 7 


Agustin del Sahai _|Springfield State Hospital, Sykesville, Ma 


ined by the hospital or attending physician. 


After this certificate has been si 


jould be detached for use as the burial 


a 
=, 
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23s. BURIAL, CREMATION, | 23b. DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City. | a or rr] ~ (si 


BURfaD” | 2/2/62 is Ba RE _BARTEANBE 


VR AIS (4) 24 FUNERAL DIRECTOR'S | SIGNATURE ADDRESS, 25a. REC‘D BY REGISTRAR | 25b. REGISTRAR’S 


15M 7a Ss HENRY SANDER & SONS INC. BALTO. MD. vate FER 2 "62 


be filed with the State Dept. of Health prior to burial, 


director, page 3 5! 


death. Page 


TO HOSPITAL 72 
TO FUNE 


the funeral 


Ss $2 
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-transit permit. Then please remove carbon 
, cremation, or removal, and in any event, wi 


R: After this certificate has been signed by the attending physician and completely fil 


ined by the hospital or attending phys 
be detached for use as the burial 


iN 


bd 


be filed with the State Dept. of Health prior to burial, 


TO HOSPITAL ¢ 
director, page 3 stiould 


VR AIS (4) 
15M 7/61 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W, PRESTON STREET, BALTIMORE 1, MARYLAND 


10475... CERTIFICATE OF DEATH ANA G2 


1. PLACE OF DEATH 2 U, RESIDENCE (Whore dacaasad tivad, ff Institution: Tasidence before Bdeilision] 
a. COUNTY a. STATE b. COUNTY 


Carrol mamma || Neibhd Penna. __Uelatvabiety/ 
b. CITY OR TOWN [if outsida corporate limits, ¢. LENGTH OF STAY IN Ib 2 IN [If outside corporate limits, write Land give naarast St 


write RURAL and give nearast town) 


_ Sykesville weeks ohb/ piyidd Lebs (oS 
va OF HOSPITAL OR INSTITUTION (if not in hospital, as eddress) d. ai E Ee -— . 5 NT 
eet ) tate. Hospital ‘ P 
Soringfield $ pi ee pbih 


3. NAME 
DECEASED 


(Type or print) % DEATH 1 
—— -<oonry William Tschudy_ _ak 3 


5. SEK 7, MARRIED [_] NEVER MARRIED [] | 8 DATE OF BIRTH 9. AGE (In years |IFUNDERT YEAR| IF UNDER 24 HRS, 


Month 


lest binthday) [Reso] Deys | Hours | Min. 


winowen Fy —_vivorceo[] | 8-25-1875 86 yn. 


dona during most of working life, even if retired) 


ar maker _| Owned grocery sto Pennsylvania USA 


13, FATRER'S NAME 14, MOTHER'S MAIDEN NAME 


Priscilla Eberly 


Abraham Tse) dy ey 
15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY NO.| 17. INFORMANT Address 


{Yas, no, or unkown) | (Ifyasgivawarordatas of sarvica) 
;Ne None __ Springfield State Hosp. Records 
18. CAUSE OF DEATH TEntar ‘only ‘one cBusa par line for (a), (b), and (c).] d INTERVAL BETWEEN 
PART |. DEATH WAS CAUSED BY; ONSET AND DEATH 


Le IMMEDIATE CAUSE fo) _Intestinal Infarction 
—} S 4 DUETO 


gi NG Ade ‘__Thrombosis_of Mesenteric Artery 


gave rise to immadiate couse 
(a), stating the undarlying DUETO 


eee ie (__Ady, d_ceneralized _atheromatosis_ ‘ = 


Wa, USUAL OCCUPATION (Giva kind of work 10b. KIND OF BUSINESS OR ae 1. BIRTHPLACE (County & State, or foreign country) 12, CITIZEN OF WHAT COUNTRY? 


= raNnee! ma LOS —— 
PART Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO-DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a)| 19. WAS AUTOPSY 
PERFORMED? 


| ves 5X xo 1 


202. ACCIDENT WAS UNDERLYING [] | 20b. DESCRIBE HOW INJURY OCCURED, (Entar nature of injury in Part | or Part fl of item 1B.) 
OP CONTRIBUTING [1] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c, TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 200. PLACE OF INJURY (Homa, farm, | 20f. (City or town) (County) (Stata) 
Hoor aia Whila __Not White factory, street, olfice bldg., etc.) | 
19 at work [_] at work 1 


MEDICAL CERTIFICATION 


p.m. 
21. 1 certify that {I} (this hospital) attended the deceased from....]2—2Jm...- 1961 to et 1902, that (I) (we) last 


saw the deceased alive OM vsesses eA and that death occured at.........M, from nay causes and on the date stated above, 


STAFF a i 22. SOND 

ATTENDING iT 4 

mp, | PHYS. & DIRECTOR a PHYS. O,. In iase 
~ |22d. ADDRESS 


Springfield State Hosp. Sykesville, Md. 


20, ut i, CREMATION, | 23b. DATE THEREOF > NAME OF CEMETERY O8 CRMMATORY county) iSptal 
city 2 
At We OR G 
. REC'D BY REGIS 25b. REGISTRAR'S SIGWATURE 
/ Ly. DATE : 


‘OR'S SIGNATURE 
Ae AL. om JAN 22 2 _ Cottam £, Alina 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


60476 _——«CERTIFICATE OF DEATH glans 


/1, PLACE OF DEATH ie f ; | 2, USUAL RESIDENCE [Whera daceasad lived, Ii institution, Residence before edmission} 


2 e. STATE b. COUNTY 
RK Ons. Co. MARYLAND || “MARILAND. CARROLL ~ 
[b. CITY OR TOWN (if outside corporale limits, ¢, LENGTH OF STAY IN 1b ©. CITY OR TOWN (If outsida corporete limits, wrila RURAL and give nearest flown) 


I WESTAWSTER , G0. 


| 
iT d, STREET ADDRESS | @. 1S RESIDENCE 


write Ad end ws sl town) 
VES TH ER 53 (EARS | 
NAME OF Mikel ‘sh INSTITI | 


3 os JON [if not in hospitel, give street address) igae xe 
ete“ | 2/ CHURCH STREET '21 CHURCH STREET — |ws( propa 
set ‘3. NAME OF Middle Lest tee Month Dey Yeer 
25 
is DECEASED, LHARL Es VERNON JURFL al pean JA 2 / p6L 
Bo8 3. SEX | 6, COLOR OR RACE) 7, MARRIED DX NEVER MARRIED [—] | 8+ DATE gf BIRTH 9. es |e UNDER si 
ms Ba | Ww WIDOWED wep [_] DIVORCED | | / ray Nog FS yrs, ey "| pi | a | a 
82 8 tos. USUAL OCCUPATION (a ao Ser 0b. KIND OF BUSINESS OR INDUSTRY } 41, BIRTHPYACE (County & Stele, or foreign counlzy) | 12. CITIZEN OF WHAT COUNTRY? 
330 jona during most of working life, aven if ratira 
Bee “A House PawrerR CARROLL conte | USA, 
4 B : 13. FATHER'S NAME R 14, MOTHER'S Ret “bie 5 : ; 
Ss 
Bp) | TAtAs  TURELE | AURGARET — AQILLER : 


15, WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY NO. 17, INFORMANT Address 


(Yes, no, pr unkown) | (Ityas givawarordatesofservice} _ As WE: whe lh oS 
a ee 2-14-6149 MRS MARK Wins. ONE A” ay 


18. CAUSE OF DEATH [inter only one couse per line fer me es (b), and (0. 
ONSET AND DEATH 
PART 1. DEATH WAS CAUSED BY; { 
IMMEDIATE CAUSE in AAR UE Vd Tag aah AAAS : 


4 a = oy pero 

Conditions, if eny, whic Nth Ne nae Ah 5 
geve rise lo immediete ceuse 

(e), stating the underlying DUETO 


couse last, es ee Ae pt cake 


Th 


ING PHYSICIAN: The law requires that the death certificate be executed within 24 


d by the hospital or attending physician. 


z PART Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CO 
/\ 12 = - . PERFORMED? 
U is _ ae aaa : a | a , ves [] No [] 
= [20—. ACCIDENT WAS UNDERLYING [) | 20b. DESCRIBE HOW INJURY OCCURED. (Enter nature of injury In Port I or Part Il of item 18.) 
& | OR CONTRIBUTING [] CAUSE OF DEATH 
U [(IF EITHER, NOTIFY MEDICAL gids at 
a — J ———_ b+ 
§ | 20c. TIME OF INJURY Month, Day, Year) 20d, INJURY OCCURRED | 200. PLACE OF INJURY (Home, ferm, | 20%. (City or town} (County) (Stete} 
s str Sma: While __Not While faciory, street, office etre stes 
Es ae ” ‘et work []} et work [_] 


R: After this certificate has been signed by the attending p! 


Id be detached for use as the burial-transit permit. 


be filed with the State Dept. of Health prior to burial, cremation, or remoyal, 


eae ees. 193 Hb. 10. wh Abocin WGA, that (1) (we) last 


21. 1 certify that (I) (this hospital) attended the deceased from, f 
_death eccured af. GAM, from the causes | and on the date stated above. 


saw the deceased alive on 


CTOR: 


tig 22s, SIGNATURE Sy 2b, DATE 
a A ATTENDING STAFF SIGNED 
Paqu the ne Mo. | PHYS. oh Bree O pws. O (222°C 2. 
Zee 5 226. | BHYSict xs 4 ~ | 22d, ADDRESS 4 7 a 
Bee OS Le 8 Wrng la a | Wes tireces Af 
S288 Se 23b. DATE THERZOF NAME OF CEMETERY (ga TON (City, 
m4 7) Vi pec —, 
ee 98 BUR LA t. ae. WB. BL\IOES Dy 57% z¢, ey: 41 bESTA pe, a Ao. 
25b, REGISTRAR'S SIGNATORE 


/ Wes, ADDRESS 25e, REC'D BY REGISTRAR 


MESIMNSTER 4D, PAINAN 2.3. °62 


ERAL DIRECTOR'S i, 


Cuvthus ah Taras 


\ MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


CC477 _CERTIFICATE OF DEATH NUAZS 


= 


ez 
$ 3 1 Lene DEATH 2. USUAL RESIDENCE (Where deceased lived, If institution: Residence before admissio: 
§2 a. COU! 
pay STATE Maryland bi COBNTY “Baltamore 
eore Carroll MARYLAND faryl: timore 
= b. CITY OR TOWN (if outsida corpovala limils, Ye. LENGTH OF STAYIN 1b || c. CITY OR TOWN [if outside corporate limits, writa RURAL and glve naarest town) 
a ‘ite RURAL end ie rest town} * 
Union fiits Reisterstown OBR + 
oa Q d. NAME OF HOSPITAL OR INSTITUTION (if not in hospital, give street eddress) d. STREET ADDRESS =. e IS RESIORNCE 
urs 4 rs - 
ag Meadow View Home 46 Chatsworth Ave. | yes [] No 5] 
en 3 NAME eG First Middle Lat ) 4. DATE Month Bay ee 
a. 7 
ay (Type or prin! George Andrew thler | Sears January 21,1962 49 
8 = 5. SEX "|6. COLOR OR RACE|7. maRRIED E}never MARRIED oO B. igs 70 na ~ 9. AGE (In years |IF UNDER 1 YEAR| IF UNDER 24 HRS. 
aed ns tts = 1878 Jast birthday) |"Months| Days | Hours Min. 
LES Male White wiooweD [] _vIVoRcED 83 om. 
es ¥WOa. USUAL OCCUPATION (Giva kind of work | 106. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (County & Stato, or foreign country) | 12. CITIZEN OF WHAT COUNTRY? 
oo dona during most of working life, even if retired), | WT 
E> Retired Nail Carr | Maryland Jit 
eo 13. FATHER’S NAME <a | 14. MOTHER'S MAIDEN NAME > To 
George W.Uhler | Margaret Berryman 
curi ).) 17. INFORMANT . Address — 


te WAS Boreas ire, IN U.S. ARMED FORCES? ] 16. SOCIAL SECURITY NO. 
'@3, ng, or unl ) ive waror datesof: iT 
eo ae Bae None Mrs.Bessie R.Uhler, Reisterstown, Nd. 


TRUSE OF DEATH [Enter only one cause per line tor (8), (b), end (e))) INTERVAL BETWEEN 
PART |. DEATH WAS CAUSED B) 3 3 i bead a A 
IMMEDIATE CAUS! (tty <=" 2. (Jnana > ipo ee , 


Sg fpuero ——- - ae 


Ceodtions: FoaeDs. wien 
lo Immediate cause 
ing the underlying f CUETO 
last. ( 


19, WAS AUTOPSY 


a) PART Il. OTHER SIGNIFICANT INDJTIONS NTRIBUTING TO DEATH BUT ‘NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN iN PART/AII PERFORMEG? 
ee eee ‘oO 
: L, Zé yes [] no QZ) 


20a, ACCIDENT WAS UNDERLYING [] | 20b. DESCRIBE HOW INJURY OCC 


OR CONTRIBUTING [1] CAUSE EATH 
(IF EITHER, NOTIFY JEDI: EXAMINER) 


20c. TIME OF INJURY pane! Year | 20d. INJURY<SCCURRED 
noe 7 ae er 

2. I certify that ) (this hospital) attended the deceasgd from.. 
"e> , and that death occured 


. (Enter nature of injury in Pact f or Part I of item 18.) 


fome, farm, | 20f, (Cily ortown)-—— (County). 
lice bldg, etc.) | 5 ota ae 
Pa2 that (I) -Gssp) last 


—, from the causes and on the date stated above. 


20e. PLACE OF INJUI 
factory, stres 
. 


ING PHYSICIAN: The law requires that the death certificate be executed wil 


ined by the hospital or attending phys’ i 
‘CTOR: After this certificate has been signed by the attending physician and completely fi 


uld be detached for use as the burial-transit permit. 
be filed with the State Dept. of Health prior to burial, cremation, or rem: aly anil 


MEDICAL CERTIFICATION 


22b. DATE 

bi ATTENDING. STAI IGNED 
ae mo, | PHYS. K SIRECTOR a mars. Oo Jae Fa 
Eek s | Ty pe | 22d, ADDRESS oS a ae 
Bea: affe// AB TesBrs > wt 
ge 5 3 23a. tS Si Ho eM 23b. DATE THEREO! 3c. ME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town or county) 

© Rl OVAL pe cify) * 1 . J 
929% Burial Jan.2,1962 | Rll Saints s. Reisterstown, Md. 
a AS (4) 24 FUNERAL DIRECTOR'S SIGNATURE ADDRESS 25a. REC‘D BY REGISTRAR | 25b. REGISTRAR’S ewe 

15M 9/60 J.?.Eline & Sons, Reisterstown, Md. care JAN 23 62 Onttun S, Faas 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 
f0478 CERTIFICATE OF DEATH W425 


1 er DEATH 2. USUAL RESIDENCE (Whara dacaesed lived, If institutlon: Rasidanca befora admission) 
a 


CARR (ie ay Co - MARYLAND is TARE. Al. WL ~ NC AL, ek eye 


b. CITY OR TOWN {if outsida corporata limits, ~~) e. LENGTH OF STAY IN Ib || ___c. CITY OR TOWN if outside corporate limifs, write RURAL end give nearast fown) 


KL RURAL end Wt p>. town) VWEEK ” ye S7z St, IWS | y, TER, DP. 


1 d. NAME OF | Lae OR INSTITUTION [if not in hos; 


oa 


an 
FA 


ee d 
on papers. i, od 2 should 


& after 
the funeral 


vs eat address) d. STREET ADDRESS ®. IS RESIDENCE 
| C-02pPEW AGE GVES Jon = 239-5 L£. AVAIN iy ves 7] Noa 
“3. NAME OF First Middle leat 4, Seee Montt f Yoar 


DECEASED 


on ~ —_ ALR LE LUNG ped WAGNER = AGE 4 iF Je Of 962. 


&. COLOR OR RACE] 7, MARRIED JS. NEVER MARRIED [] | ®- DATE OF BIRTH ART IF UNDER 24 
A a day) |"Months) Days | Hours Min. 
WIDOWED pivorceD [7] UC 4 w/e. oe ye, 


TOs. USUAL OCCUPATION (Give kind of work | 10b. KIND OF BUSINESS OR INDUSTRY | Ti. BIRTHPLACE (County & State, or foreign country) 
dopa during most of working life, aven if relirad) | 


(12. CITIZEN OF WHAT COUNTRY? 
| Mouse ‘7 ee Vike CARP OLL CO- US, 
13, FATHER’S NAME. | 14. MOTHER'S MAIDEN NAME 


JS0HN THOAAS HAINES AAR Ci MVE FRIZ ZEL an 


| 15. WAS DECEASED EVER IN ARMED FORCES? | 16. SOCIAL SECURITY NO.| 17. INFORMANT Address 


(Ifyasgi ‘ordates of servica)_ SPS Joh hi G- an 289 a MAW oe . 


(Yes, no, Ls 
, 0, of yakown) a 


Then please remove 


and (eh) 


PART 1. DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (a) 


DUE TO 


ing the undarlying 
cause last. (e) 


by the hospital or attending phy: 8 
~ +r this certificate has been signed by the attending physician and completely 


NG PHYSICIAN: The law requires that the death certificate be executed within 24 
f Health prior to burial, cremation, or removal, and in any 9¥ent, within 72 hours aft 


tached for use as the burial-transit permit, 


Zz PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RSZATEDAO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(s)) 19. WAS AUTOPSY 
2 ——ae a ORMED 
é 
5 ¢ W727 i | ves [] No | 
© [ 202. ACCIDENT WAS UNDERLYING [] | 20b. DESCRIBE HOW INJURY OCCURED. (Entar nature of injury in Part | or Part Il of item 18.) 
& | OR CONTRIBUTING (] CAUSE OF DEATH is 
G | (IF EITHER, NOTIFY MEDICAL EXAMINER} 
3 20c. TIME OF INJURY Month, Day, Yaar | 20d. INJURY OCCURRED | 20a. PLACE OF INJURY (Homa, farm,  20f. (City or town) (County) ———Ss«*( Sota) 
= poe Wyte Whila Not Whila factory, straat, office bldg., atc.) | 
se 2 pa 19 at work [] at work [_] 
£3 21. 1 certify that (I) (this hgspital) attended the deceased from....., < berth / <, that (I) (we) last 
\z 9 saw the deceased alive on, Ane ee Ce and thi micas the causes and on the date stated above, 
2 8 aye = ? 22b. DATE 
ps ATTENDING STAFF SIGNED 
ae Mp. | PHYS. DIRECTOR Ly puys. [_] 
Bas 8s 7 rc 
Erase | Zw Mh: GT/ ) Val 4 
a 258 a ro — 
pe B ge 23a, tu e2 23b. D, LL. THEREQF _ 23c. NAME OF CEMETERY OR CREMATOR 234. LOCATION (City, town or county) (Stata) 
ars 2 o PRER (Specify) = a“ ~—> v7 
orQzs LAL. LEB OE Tg BG CA, LEST SIEK. LIP. 
ba sae “ 24 FRINERAL DIRECTOR(S “Yh aa haste. REC'D BY REGISTRAR | 25b. REGISTRAR'S SIGNATURE 
15M 9/60 Ud P a 
y ‘tye Ah, Oi cakes oF si PATE JAN 22.169 | ate apap 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND | 


Hb479 oe et 19 D aE, ac* UATE 


SUAL ha ENCE (Where daceesed lived, Hf Institution: Residence before edmission) 


ay 


1. PLACE OF DEATH 


S 
ineral 
hould 


35 SBISEMTN DY a. STATE b. COUNTY » 
@: ’ Carroll MARYLAND | __ Maryland _ __ Ohare eee 
ww b. CITY OR TOWN [if outside corporate limils, | «. LENGTH OF STAY IN 1b ©. CITY OR TOWN (If outside corporate limits, write RURAL end give neerest town) 
> ie write RURAL end give neerest town) 

Sy: Henryton ews days iy Marbury OF x 
= 8S d. NAME OF HOSPITAL OR INSTITUTION (if no! in hospital, give street eae | ~ d. STREET ADDRESS °. ome 
= San A 

oe: 
Ze 7 = Henryton State Hospital _ ! ves NOEL 
3 ss 3. NAME OF First Middle Last 4, DATE Month Oey Yeer 
3 2an DECEASED |“ OF 
8 fae Yael {, yenn Washington | FAT January 9 19 62 _ 
en 5. SEX 6. COLOR OR RACE| 7, MARRIED Bq] NEVER MARRIED [_] | 8. DATE OF BIRTH 9. AGE {In yoors |IF UNDER 1 YEAR| IF UNDER 24 HRS. 
3S 22: § | last birhdey) oer “Bays | Hours J Min. 
aU Male Negro __| wows | divorce [ 8-26-1872 89 gill Neg 
6 ges Oa, USUAL OCCUPATION (Give kind of work | IDb. KIND OF BUSINESS OR INDUSTRY | Ii. BIRTHPLACE (County & State, or foreign country) | 12. CITIZEN OF WHAT COUNTRY? 
2 333 done during most of working life, even if retired) 
= BE 
§ S52 __ Government __ Government Port Tobacco, Maryland! USA = 
~ Gee “13. FATHER’S NAME | 14, MOTHER'S MAIDEN NAME 
= aa 
a 
& 582 tae John Washington Mamie Thomas = 

‘AS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY NO.) 17. INFORMANT Address 
2 28 <3 {Yes, io, or unkown) | (lfyetoivewsrordatesof service) Indianhe ad, Md. . 
is > 
a A SS aes, None | Doris Farmer - 102 Bertha Circle _ 
ag Ses ‘18. CAUSE OF DEATH [Enter only one couse per line for (e), (b), end (c),] INTERVAL BETWEEN 
Soor. PART I, DEATH WAS CAUSED BY: Sener 
Sep ae US IMMEDIATE CAUSE (e) Sudden heart death _ . ee oe 
ig ae "y 
2aGes 290% 3) LUE TO 
pece Conditions, if eny, whicis » General arteriosclerosis : 
ee hr 5 geve rise to immedieta couse in 
= Loe es (a), steting the underlying ee 
ct eH couse lest, > (e) Minimal pulmonary tuberculosis 
| Sots Zz PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(a)] 19. WAS AUTOPSY 
B8se = r 

gu S bs 5 3 ie) OR x : rd 2: ves [] no [J 
Re 3 ard = [ 20s, ACCIDENT WAS UNDERLYING [] | 2Db. DESCRIBE HOW INJURY OCCURED. {Enter neture of injury in Pert | or Pert Il of item 18.) 
Hous. & | OR CONTRIBUTING [] CAUSE OF DEATH 
mele -s © [(IF EITHER, NOTIFY MEDICAL EXAMINER) 
OF sas 3s 20c. TIME OF INJURY Month, Dey, Yeer | 20d. INJURY OCCURRED | 20c. PLACE OF INJURY (Home, ferm, | 2Di, (City or town) (Gounty) (State) 
25 = pe = Gaur sates While __ Not While tectory, street, office bldg., ete.) | 

a & ie, 19 et work [_] et work ! 

3 & 21. 1 certify that (I) (this hospital) attended the deceased from..YanUary..2., 1992, to.) 
wRUZO saw the deceasedalive on i and that death occured "from Re, causes sath on the a stated above. 

Eo sg Bk ‘i. ATTENDING MED. STAFF 2 OGNED 
en moe os Damen Sosa’ mo. | PHYS. [1 oomector §€} PHYS. [1] 25262 
Ko 5 oe 22c, PHYSICIAN'S. : = > 22d. ADDRESS = r ~~ 
ESm ay NAME (Type) M. 

Be S3 —_ dgars M. Maculans »_M. D. _.......... Henryton, Maryland ae 
R= 5 3 = 73, BURIAL, CREMATION, | 238. DA eg 236, NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town or county) (State) 

gn 2s REMOVAL Speci) ey, ; F2ta.. 
ovosu burial of 
mH # 2Se. REC'D BY REGISTRAR | 25b. REGISTRAR’S SIGNATURE 


vare YANT5 62)  Cuttua J, Plans 


15 (4) 24 INERAL DIRECTOR'S SI 7 ‘ADDRESS 
a Bp Paps omar ie Bos egg” a ravine. 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


90489 = psssinlocsl to OF DEATH AU vy 


rb 


geve rise to Immedieta cause 
(8], stating the underlying DUE TO, 


cause lest. iva 


S 


5 Bo 
2 LS — = 
BS 28 Mi (1. PEACE OF DEATH 2, USUAL RESIDENCE (Where decoesed fived, If institution: Residence before edmjssion) 
2S @. COUNTY | a, STATE b. COUNTY 
@: N Carrell MARYLAND || Maryland E s _ + 
Ws b. CITY OR TOWN (if outside corporate limits, |e. LENGTH OF STAY IN Ib ||, CITY OR TOWN [If outside corporete limits, write RURAL nd give nearest town] 
2% 53 write RURAL ead give neeres! town) : | ae / 
< @: _Henryten | 25 days | _—Balltimore A a 
‘2 ar t v4 d, NAME OF HOSPITAL OR INSTITUTION (if not in hospitel, give street eddross) | d. STREET ADDRESS . 1S RESIDENCE 
co wu US | ON A FARM? 
BA _Henryton State Hospital | 600 Preston Street ves [] No 
3 2 ae 3, Tee aeD First Middle Lest 4, DATE Month Day Yeor 
3 agh (Type or print) M W DEATH 
g Bae [__ lye or eri ary atson Jan. 14, 1962 
° 8 Sse 5. SEX /& COLOR OR RACE) 7, MARRIED §] NEVER MARRIED 8, DATE OF BIRTH 9. AGE (In years |IF UNDER YEAR| IF UNDER 24 HRS. 
£ 24 fest birthdey) |"Months| Days | Hours | Min. 
es | __ Female | Negre =| woowm[] vivorcto-]| «1 2-3-1898 ese | \ 
& Ses 10a, USUAL OCCUPATION (Give kind of work | 10b. KIND OF BUSINESS OR INDUSTRY] 11. BIRTHPLACE (County & Siete, or foreign country 12, CITIZEN OF WHAT COUNTRY? 
Po oa = ® done during most of working life, even if retired) 
ae ey 
e SSE. ousewife. Seuth Carelina U.S.A. 
es ao 13. FATHER’S NAME 14. MOTHER’S MAIDEN NAME 
=, ois: 
8 $2 Curtis Waters Margaret ? 
o S en 15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY NO.| 17. INFORMANT Address 
2 gis (Yes, no, or unkown) | (Ifyesgivewerordetesofservice), 
B28 No | None Mary Watsen - Patient 
fetes 18. CAUSE OF DEATH [Enter only ona ceuse per line for (e), (b}, end (c).] INTERVAL BETWEEN 
e ONSET AND DEATH 
SoHE. PART |. DEATH WAS CAUSED BY, 
Sep ae UAMEDLATE CAUSE | Meningitis | = 
$ 53 8 G \ 2 1E TO | 
z2c8 é Conditions, if eny, whith te Far advanced pulmonary tuberculosis 
eeses 
= 
- o = 
2 
a 2 
rey o 
as 
ae 
o 
3 8 
mez 
as 
res 


ied by the hospital or attending phys 


Zz PART Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I[e)| 19. WAS AUTOPSY 
2] —— >> PERFORMED? 
< yes [] NO 
© [ 20a. ACCIDENT WAS UNDERLYING [] | 20b. DESCRIBE HOW INJURY OCCURED. (Enter neture of injury in Pert | or Pert Il of item 18.) r= 
i OR CONTRIBUTING [] CAUSE OF DEATH 
& JF EITHER, NOTIFY MEDICAL EXAMINER) 
§ | 20c. TIME OF INJURY —- Month, Day, Yeer | 20d. INIURY OCCURRED | 200. PLACE OF INJURY (Home, farm, 20f. (Clty or town) (County) {State} 
2 Heir ein. While __ Not While fectory, street, office bldg. ge 
a = pom. 19 Jet work at work 


. | certify that (I) ye hospital) attended the deceased from 


Dece. 1, to. DaMne...L ag. 19.82 that (1) (we) last 
9 G2... and that death oe neh 


saw the deceased ali M; Pion the causes and on the dafe stated above, 


uld be detached for use as the burial. 


‘© 
CTOR: 
be filed with the State Dept. of Health prior to burial, 


b 


° ae “4, lees MED. STAFF re Ae 

—? yerrs Die fp, PHYS, pirector [-] PHYS. [] 
z s z & | ‘22d. ADDRESS — 
i=) NAME [Type 
Bowe Hise ‘Dre dgars M. Maculans, Supt.| Henryten State Hosp., Henryton, Md. 
OeRs 23, Uy ane an 2ab. DATE THEREOF eur. NAME OF CEMETERY OR co 23d. LOCATION {City, town or county) ~~ (State) 

om oO EMOV. pecity) ; 
9%0% OWL Vg Jer MT: Cahuary C Brocklyn ei" 
NG 3} 24 FUNERAL DIRECTOR'S SIGNATURE ADDRESS, aa Sa. REC'D BY REGISTRAR | 2pb. ia $ SIGNATURE 

15M 9/60 Da fe eM, af 7000. Leanw [he ey fir. pate JAN 1 9 '62 


after 


TO HOSPITAL 


ING PHYSICIAN: The law requires that the death certificate be executed within 24 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


amd 


21. 1 certify tha! (I) (this hospital) attended the deceased fromDecember....27,, 19.60, talanuary...16,, 1962, that (1) (we) last 
saw the deceased alive on. J aLMary...16,...1962..., and that death occured atQ25@PMftom the causes and on the date stated above. 


a2 0 L934 CERTIFICATE OF DEATH NUAGS 
£3 . PLACE OF DEATH ~~ |) 2, USUAL RESIDENCE (Where deceased Hvad, If Institution: Residence before edmission) 
2s a. COUNTY f 
j e. STATE b, COUNTY 
eve Carroll _ MARYLAND | _Marylend __Frederick ~__ 
Z8 b. CITY OR TOWN {if outside corporate limits, ¢. LENGTH OF STAY IN Ib ¢. CITY OR TOWN (If outside corporela fimits, write RURAL and give nearest town) 
~ 
ce write RURAL and give nearest town) A 
3S Sykesville _ __|_lyr.19days, |__—___s Mt. Pleasant : [0S ae 
Q d. NAME OF HOSPITAL OR INSTITUTION (if not in hospital, give sireet eddress) d. STREET ADDRESS @. IS RESIDENCE 
‘ (ON A FARM? 
os 4 
248 ____ Springfield State Hospital | RA1 ves XJ No[] 
Ban 4 Recenace First ; Middle lest 4, DATE Month Day “Year “ 
ag (Type or print) Daniel Webst Wolf DEATH 
eee '¥p0 or Bri n Webster Wolfe January 16, 1962 
2 i Ste — ae 4 : la ‘mle ee 
2a 5. SEX [6 COLOR OR RACE|7. MARRIED [_] NEVER MARRIED [_] | ® DATE OF BIRTH 9. AGE tin yoo UNDER —_ TF UNDER 24 HRS. 
eet , Months ys | Hours Min. 
i! 82 Male White winowe FX] ovorceo-]| February 26, 1880 BL vn. | 
soe Ws. USUAL OCCUPATION (Give kind of work | 1Db. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (County & Stale, or foreign country) | 12. CITIZEN OF WHAT COUNTRY? 
2 2 ns done Ke most of working life, even if retired) | 
Sst arm work ii ! = | Maryland U.S.A. 
= gc- 13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME 
eo 
55 Daniel Wolfe |__ Rebecca (ite Gaver 
£5 15. WAS DECEASED EVER IN U.S, ARMED FORCES? | 16. SOCIAL SECURITY NO.| 17. INFORMANT ir © Address ms 
a2 (Yes, "1% unkown) | (Ifyesgivewaror datesof service) 
222 i ‘ = ee af Springfield Hospital Records. 
e yee 1B. CAUSE OF DEATH [Enter only one cause per line for (a), (b), and (c).] ‘ “WNTERVAL BETWEEN 
BEET ONSET AND DEATH 
o 
2 5 PART |, DEATH WAS CAUSED BY: 
ee 2 IMMEDIATE CAUSE (e]__ Pneumonia, right lung, Days. 
oe es YR > *, ] DUE TO 
ree Conditions, dy yy wht is Arteriosclerotic cardiovascular disease, Xeaxrss_ 
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38 22c. (PHYSICIADES a, |22d. ADDRESS — Ze 
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3 ° REMOVAL foo 
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MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


00423 ¥ ee OF DEATH : AUASU 


1. PLACE OF DEATH — 2, USUAL RESIDENCE (Where docessed lived, If institution: Residence befora admission} 
a. COUNTY 8. STATE b, COUNTY 
| se Served MARYLAND ylanc Frederick 


b. CITY OR TOWN (if outside corporate limits, ©. LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside corporate limits, write RURAL end give neerest H town) 
yi RURAL ond give nesrest town) 


Sykesville ays” i Thurmont [OX 


- eee Nt — 
d, STREET ADDRESS RESIDENCE 
ON A FARM? 


{Springfield State Hospital 17.W. Main Street vs [Oa 


. NAME 6) Middle Last A Bee Month Yeer 
DECEASED 


arereED Martha Castle Zimmerman . DEATH J. anuery 24 
S. SEX 6, COLOR OR RACE|7. MARRIED [] NEVER MARRIED] | 8. DATE OF BIRTH . |9. AGE (fn years | IF UNDER 1 YE/ 


| lest bi Months] oun | 
Female | White WIDOWED pivorceo [-] | July 19, 16a7. « Ih ue 8 pele fa | 


) 40a. USUAL OCCUPATION (Give kind of work | 10b, KIND OF BUSINESS OR INDUSTRY | 11. eae (County & Siete, or foreign countsy) | 12, CITIZEN OF WHAT COUNTRY? 
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me 


done during most of working li ven if retired 


land Lady | Own Home — ‘Maryland U.S.A. 


13, FATHER’S NAME | 14. MOTHER’S MAIDEN NAME 


W. W. Zimmerman I Cordelia Castle 


TS. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY NO.| 17. INFORMANT Address 
(Yes, no, or unkown) | (Ifyes givewerordetesof service), 


5 Ng ae | Nons Sal Springfield Hospital Records _ - 
18. CAUSE OF DEATH [Enter only one cause per line for (a), (b), end (e).) Aun apa 
ONSET AND DEAT! 
PART |, DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (e) Arterioseclerotic cardiovascular disease 10-20 years 

1 ae DUE TO 

5, if any, whieh (b) 
geve rise to immediete couse 
(e), stating the underlying peti) 
cause lost, a oF re) 
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~ PART Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING 1 TO DEA BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART f(a) 19. WAS AUTOPSY 
ey PERFORMED: 


C.B.S. due to generalized arteriosclerosis, uc No [] 


208. ACCIDENT WAS UNDERLYING [] | 20b. DESCRIBE HOW INJURY OCCURED. (Enter neture of injury in Pert | or Pert Il of item 18.) 
OP CONTRIBUTING (] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


AY 


MEDICAL CERTIFICATION 


'20c. TIME OF INJURY Month, Dey, Yeer | 20d. INJURY OCCURRED | 200, PLACE OF INJURY (Home, ferm, ' 20f. (City or town) (County) (Stete) 
per aes, While __Not While fectory, street, olfice bldg., etc.) | 
pam; 19 jet work at work [| 
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